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OTHER FEBRILE DISEASES. 


By J. M. DACOSTA, M.D., LL.D. 


THE first case to which I shall call your attention 
this morning is one of continued fever, of low type. 
It is not, however, on account of the febrile symp- 
toms, it is not on account of the diagnostic points 
of the case, that I now bring this patient into your 
presence, but rather because we have been pursuing 
a line of treatment which, in many respects, is un- 
tried, and which, I think, gives promise for the 
future. 

This boy, who is sixteen years of age, a peddler, 
was admitted to the hospital an the 7th of this 
month. He stated that he had been feeling ill for 
some time, and that for about two weeks previously 
he had experienced headache, weakness, loss of ap- 
petite, and general bad feelings, for which he had 
consulted a physician four days prior to admission, 
but that he did not go to bed until he came into the 
ward. When admitted he had a temperature of 
105.4°. His other symptoms were not of a grave 
character; in fact, the high temperature was the 
most striking feature. There was no headache, no 
delirium, and he had fairly good rest at night; I 
am sure I am right in saying that it was a case of 
extremely high temperature in which the nervous 
symptoms did not correspond with the degree of 
temperature. As regards the pulse, it ranged from 
94 to 104; as regards the respiration, it was observed 
to be from 28 to 32 in a minute; the bowels were 
constipated. There were signs of slight pulmonary 
congestion in the lower lobes. No eruption was 
present, although it was diligently sought for ; there 
is certainly none to-day upon his chest and abdomen, 
as I examine him before you, nor has any been found 
on the back. He has now reached the eighteenth 
day of the disease, as nearly as we can make out. 
His temperature this morning is 101.8°. He has no 
cough ; the splenic dulness extends to the margin 
of the ribs. The absence of diarrhea is still to be 
noted. In truth, the abdominal symptoms, so 
usually present in typhoid fever, were so markedly 
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wanting that, for a time, we doubted whether, after 
all, this was not really a case of influenza of low 
type in which the temperature, by way of exception, 
had attained extraordinary height. But the long 
duration of the disease, now in its eighteenth day, 
and the steadiness of the fever, point to the conclu- 
sion that it is a case of typhoid fever from which the 
usual intestinal symptoms are absent. 

Yet it is not in order to discuss the subject of 
diagnosis, however interesting, that I bring this case 
before you, but rather to examine the means that 
we adopted to check the fever and to reduce the 
height of the temperature. Now the usual means for 
the relief of the high temperature in typhoid and 
other continued fevers is the cold bath; it is for the 
most part safer and better than the internal admin- 
istration of the antipyretics of the coal-tar series. 
The present case is one in which you may say that 
the cold bath was preéminently indicated ; and so it 
was. But in this patient I decided to resort to an 
article that we had been using with good results in 
other cases in the hospital for reducing temperature. 
I might state that I had long been looking for a 
therapeutic agent which, externally employed, would 
reduce temperature in cases of fever, without the dis- 
turbance incident to the bath. Some years ago I 
made use of spongings with menthol added to water. 
The patients liked this treatment extremely, but we 
gave it up; for, notwithstanding the attention of 
our nurses, and the faithfulness with which the 
sponging was kept up, we did not succeed in keep- 
ing down the temperature, when it ran very high, 
more than a degree below what sponging with cold 
water alone did. 

I do not, save in rare instances, approve of the use 
of the ordinary antipyretics in typhoid and other low 
fevers, on account of their depressing effects; and as 
I have often had good results from sponge-baths, 
when not employing the general bath, I continued 
to look around for some agent to be applied to the 
general surface of the body that would have a 
marked effect in reducing temperature. In a case 
of pulmonary tuberculosis that Dr. J. Solis-Cohen 
and I saw together, he mentioned that he bad suc- 
ceeded in lowering the fever in tuberculous patients 
by the external application of guaiacol, and he 
spoke of several patients suffering with tuberculous 
laryngitis in whom, after the application of this 
agent to the throat and front of the chest, the re- 
duction was marked, confirming thus the observa- 
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tions made by Bard in tuberculous cases. So far as 
I can learn, the powerful antipyretic effect of guaia- 
col when applied to the skin was first pointed out 
by Sciolla.’ Bard’s observations on tuberculous 
patients followed,’ and were soon corroborated by 
Lannois. The treatment is not regarded as suitable 
when there are cavities in the lungs, or in cases of 
pneumonic consolidation, though I believe it has 
been used in a few cases of pneumonia. Ordinarily 
from one to three grams were used for each appli- 
cation, rubbed over the affected area in the lungs, 
or painted on the thigh or the back, the part being 
covered with an impermeable dressing. 

Upon reflection on these observations, it oc- 
curred to me: Why not make use of guaiacol in 
systemic fevers in the same way? So for the last 
two months, with the aid of my very efficient resi- 
dent physician, Dr. Branson, I have been engaged 
in making observations upon fever cases, especially 
typhoid-fever cases, the results of which I will now 
report to you. I may say that the investigation was 
begun without preconceptions. The results were 
positive and conclusive. 

The temperature-chart of the case before you 
(Chart No. I) is shown herewith. Observe the drop 
from 105.4° to 98.6° on the night that he was ad- 
mitted. After the high temperature had been recorded 
thirty drops of guaiacol were painted upon the surface 
of the abdomen, in the right iliac region. The 
remedy was rubbed in for about fifteen minutes. The 
axillary temperature was then taken every fifteen 
minutes for two hours, and at periods of one hour 
afterward. The remedy was applied first at 6.15 
P.M. ; and at 9.45, three hours and a half later, you 
observe that the temperature had fallen to 98.6°, or 
nearly seven degrees, surely a tremendous reduction. 
The next rise was at midnight, when the temperature 
was 103.4°; therefore a permanent reduction of two 
degrees was obtained. At 1.30 A.M., the guaiacol 
was again applied, and one hour later the temperature 
was 102°; half an hour later it was 98.2°, and the 
patient had a slight chill. He has had, in all, six- 
teen of the treatments in seven days. Every one 
has been followed by a most distinct reduction 
in the fever. In all of them we notice that this 
reduction of the temperature is a slow one. We 
note, also, that the lessening of the fever-heat 
is not attended by any appreciable difference in 
the pulse, or by a difference of only a few beats. 
The reduction is not accompanied by any disturb- 
ance of the nervous system, but a chill happened 
three times in this case, when the temperature fell 
to 98°, the chilly sensations beginning when the 
temperature reached 1ror°. The chills were not 
very marked, however, and were what the patient 
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describes as ‘‘dumb chills.’’ As regards the effects 
of this agent upon the nervous system, I wish par- 
ticularly to point to their absence. There was no 
increased debility, no delirium, no depression or 
sign of collapse, nor, indeed, any manifest disturb- 
ance of nerve-function. 

I have dwelt in this case on the treatment of the 
symptom of high temperature by the local applica- 
tions of guaiacol; let me state that this was every- 
thing in the way of treatment that was employed, 
except that whiskey, half an ounce every three 
hours, was given to sustain the circulation. For 
a short time, when pulmonary symptoms were 
present, ammonium carbonate was given. The 
general treatment, therefore, was the antipyretic 
one. It was exactly a case that ordinarily would 
have been treated by cold baths. 

The temperature of the patient this morning is 
102°; his tongue is moist and clean. I will pre- 
scribe for him eight grains of quinin a day and still 
administer the stimulant in the same amounts. We 
will also continue the liquid diet; but it will be 
unnecessary to resort to the local applications of 
guaiacol, unless the temperature should again show 
a tendency to rise to its former height. 

I have many other cases illustrating the use of the 
same remedy, but I will not go into the details of 
the other cases. I would call your attention, how- 
ever, to the temperature-records of a few of them. 
Here is the chart in the first case in which we used 
the remedy, one of typical typhoid fever (Chart No. 
II). It was a case marked by a good deal of delirium. 
You will see here the same decided drops after apply- 
ing the remedy, though they are not so striking as 
in the other case, because the temperature was not 
so high. The temperature here was 104.4°, there- 
fore distinctly a case of high temperature. In this 
case Dr. Branson reports that after three applications 
the patient had no more of the marked nervous 
symptoms that existed prior to the use of guaiacol ; 
he had no tremor or other nervous phenomena, but 
it was particularly upon the delirium and upon the 
high temperature that the effects of the agent were 
most noticeable. In this case, also, the reduction of 
temperature was slow and its effects were extended 
over a long period. Sometimes there was no result 
for an hour, and then the reduction occurred grad- 
ually. This lessening of the fever-heat went on 
even to the normal, with no change in the pulse or 
respiration, no obvious change in the urine—in fact, 
no effects manifested except upon the temperature, 
and, as just stated, upon the delirium. Sweating 
occasionally happened, but was not liable to be great. 

I will briefly refer to the chart in case No 3, 
merely to show that you may go too far with this 
powerful heat-reducing agent. This was one of our 
earlier cases. We applied forty drops, but with a 
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temperature not nearly so high as in the other cases. 
We reduced the bodily heat, it is true, but more 
than we intended, for we sent the temperature down 
tog7°. This taught us that the proper dose of the 
agent should rarely be above half a dram ; and also 
that we must proportion the dose to the height of the 
temperature. In this instance, also, it is to be noted 
that no other effects were present—no effects upon 
the pulse, upon the respiration, or upon the ner- 
vous system, and no chill, in spite of the great 
reduction in the bodily temperature. 

Encouraged by these results in typhoid fever, we 
have also been using guaiacol in pneumonia. To 
this I may here briefly refer, although it leads me 
away from the subject of this morning’s discussion, 
which is the treatment of high temperature in typhoid 
and kindred fevers. I will say, however, that with 
a temperature of 104.4° in a case of pneumonia, 
while we failed to obtain the striking effects that 
we saw in typhoid, yet guaiacol reduced the tem- 
perature two degrees. There were no noticeable 
effects upon the rate of breathing, and no material 
reduction of the pulse. In asecond case of pneu- 
monia, which was approaching the period of crisis, 
when, however, there would naturally be a drop, we 
note a reduction of 3.5°. 

I have given you the results of a series of clinical 
investigations, begun with the sole purpose of ascer- 


taining the effect of remedies externally applied in 
lowering temperatures, and in the hope of finding 
something that will be effectual besides the cold bath. 
You will ask: What general statements can we make 
as to the plan of treatment by guaiacol? What is its 
applicability, and what are its advantages? Its gen- 


eral applicability is this: It will be of value in all 
those cases with high fever-temperature—I am now 
speaking particularly of typhoid and other febrile 
maladies, and not of pneumonia and inflammatory 
diseases—in which you would employ the cold-bath 
treatment if the conveniences were present or cir- 
cumstances would permit. As you know, I am an 
advocate of the cold-water treatment, when there 
are attendants to carry it out properly; but it has 
its disadvantages. A very important objection to 
the cold-water treatment is the disturbance of the 
patient which it necessitates—the lifting him out of 
bed, the plunge into the water, and subsequent dry- 
ing process—all this produces considerable pertur- 
bation, and in some cases may be followed by 
untoward results. There is another disadvantage of 
the bath, and one which has particularly attracted 
the attention of the French physicians; it is that 
when there is a tendency to severe diarrhea and to 
deep ulceration there is always a greater likeli- 
hood of intestinal hemorrhage when the patient is 
much moved. Therefore, when such a tendency 
exists, you would abstain from resorting to the 





cold-bath treatment; and it is in these cases that 
guaiacol will be found of special advantage, used in 
the manner mentioned. Moreover, it is to be pre- 
ferred in all instances in which much moving or 
disturbing the patient is to be avoided. 

You may ask: What is the relative promptness of 
action of the methods discussed? In this respect, 
I think, guaiacol is inferior to the cold bath. 
When, as in the case shown, the temperature is 105° 
or more, you will get more immediate and visible 
effects from the cold bath. This patient would have 
had a more speedy reduction of temperature if he 
had been put in a cold bath than he had from the 
remedy employed. I admit this. I would, however, 
call your attention to the fact that the reduction of 
temperature is more permanent; the fall occurs 
more slowly and it takes a much longer time for the 
temperature to rise again than it does after the bath, 
for we all know that if a patient with a temperature 
of 105° is put into the bath and his temperature 
recedes to 100°, at the end of a few hours a 
high temperature is likely to return, and we have 
to think of giving him another cold bath. In the 
element of permanency the cold bath is inferior to 
the treatment we have been discussing. 

What are the objections to the guaiacol-treat- 
ment? One of the chief is its odor, which is 
decidedly unpleasant in the sick-room. We have 
endeavored to overcome this, and are still experi- 
menting. We have tried bergamot, only to record 
failure; the odor of the guaiacol overcomes that 
of the bergamot. We have tried also Cologne- 
water and oil of sassafras; our best result is from 
the oil of cloves. 

The mode of employing guaiacol is by rubbing 
it upon the skin of the abdomen or thigh with a 
camel’s-hair brush, the selected area having been 
first prepared by washing with soap and water. 
The maximum dose in our investigations in fever 
cases was fifty drops ; and from the effects witnessed 
I would advise that so large a dose should be rarely 
used. Thirty drops is about the average dose, 
although sixty were employed in one case of 
pneumonia. The guaiacol is to be rubbed in 
slowly ; the surface need not be uncovered during 
this time, as it can be applied under the bed-clothing, 
and it is well to cover the surface with a piece of 
lint and waxed paper. The dose must be propor- 
tionate to the height of the fever. It would be proper 
with a temperature of 103°, not to exceed 20 minims 
at the first trial. In one instance of malarial fever 
in an anemic subject in the ward of one of my col- 
leagues, an application of 30 drops when the tem- 
perature was 103.6° caused it to drop to 97°. The 
guaiacol may be also applied to the skin without 
rubbing it in, only covering the part with lint and 
waxed paper. The action is the same, though not 
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so rapid nor so perfect. The quickest way is to 
paint the guaiacol on the surface, then to rub it in 
with the hand. Five minutes are enough for the 
purpose. The local sensation is not unpleasant, 
being like that of menthol. 

How does it act? Is it by absorption through 
the bronchial mucous membrane or by cutaneous 
absorption? I believe that its effects are produced 
by absorption by the skin and its entrance into the 
circulation by this channel; being carried to the 
heat-centers, it acts as an anti-thermic agent. It 
belongs to the series of wood-tar products, and it 
acts apparently without the depression that follows 
the use of antipyrin, phenacetin, and other remedies 
of this group of the coal-tar products. Moreover, 
though there is some action on the skin, the sweat- 
ing is not nearly so great. 

In conclusion, I would advise you to watch the 
urine, for in all cases of administration of medicines 
by the skin it is chiefly by the urine that the med- 
icine escapes from the system. The urine is for the 
most part somewhat increased, but I can also say 
that in all of our cases in which we used the guaiacol 
there was no albumin in the urine, and no signs of 
kidney-irritation were detected. 

I hope that you will not understand that I mean 
that you should treat all your fever-cases with 
guaiacol, to the exclusion of other treatment. I 
simply started out to tell you how to meet the high 
temperature when it is necessary to meet this symp- 
tom. This ought not to prevent you from attending 
to the other features of the malady. But I wished 
to call your attention markedly to a new plan of 
treatment which we have employed with results that 
are very encouraging. 


A REPORT OF TWENTY-TWO ABDOMINAL SEC- 
TIONS IN GENERAL SURGERY. 


By W. B. ROGERS, M.D., 
OF MEMPHIS, TENN. ; 

PROFESSOR OF PRINCIPLES AND PRACTICE OF SURGERY AND CLINICAL 
SURGERY IN MEMPHIS HOSPITAL MEDICAL COLLEGE; CONSULTING 
AND VISITING SURGEON TO ST, JOSEPH’S HOSPITAL, ETC. 

THE following is a report of my operations on the 
abdominal viscera during the past year. I have 
included only those cases in which the abdominal 
wall has been traversed by the knife, and the peri- 
toneal cavity thus exposed. All cases of suppurative 
appendicitis and other collections of pus in which 
the fluid was reached and evacuated without in- 
vading the uninfected peritoneum have been omit- 
ted. Those of you who have enjoyed operating in a 
well-regulated hospital can appreciate the advantages 
accruing to the operator over those obtained in what 
might be termed outside general surgery. In a 
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hospital the operator has complete control of the 
case; in non-emergency cases the minute details of 
preparatory treatment can be carried out to his satis- 
faction, and he operates on a patient whose secretions 
are allin good condition. In emergency cases, such 
as have been most of those presented in this report, 
the saving of time by reason of convenience of ar- 
rangements and having everything at hand to meet 
complications arising during an operation, is an all- 
important element in the successful ending of an 
operation on the abdominal viscera. The thorough- 
ness of an operation obtainable by reason of con- 
veniences and reliable trained assistants cannot be 
overestimated. The complete control over the 
patient enables the operator to maintain perfect 
quietude, as well as carrying out in detail and with 
promptness the all-important after-treatment, both 
local and general ; and, in my opinion, the after- 
treatment of a case of abdominal surgery requires as 
much care and skill as does the operation itself. 
For these reasons I have included only those cases 
operated on in my infirmary and St. Joseph’s Hos- 
pital, because it is manifestly unjust to operator and . 
operation to include those cases operated upon on 
the outside and under unfavorable surroundings. 

A careful reading will show the critical condition 
that most of these cases had reached when the oper- 
ation was undertaken, and it has been to careful 
nursing and close watching in the early hours of the 
after-treatment that more than one of the recoveries 
may be accredited. In evidence of the thorough- 
ness of the aseptic and antiseptic details, in only 
one instance did fatal peritonitis arise after the 
operation, and that presented the features of trau- 
matic peritonitis. One death (Case XXI) occurred 
on the eleventh day, from acute nephritis, without any 
intra-peritoneal inflammation or evidence of lesion of 
any other organ. Excluding those cases in which the 
intra-abdominal condition was irremediable by any 
operation, and Case XXI, in which death occurred 
from nephritis, it will be seen that there were nine- 
teen operations with one death. 

Case II represents two operations. 

CasE I. Resection of the small intestine for gangrene ; 
end-to-end anastomosis with the Murphy button.— 
On Thursday, October 12, 1893, R. H., twenty years 
of age, jumped from a wagon to the ground. The 
jar caused the descent of a right inguinal hernia, to 
which he had been subject for several years. He had 
previously been able to reduce the hernia whenever it 
appeared, without the aid of a physician, but on this 
occasion he failed, and called his physician, who, without 
the aid of an anesthetic, and with very little effort, ap- 
oon succeeded by taxis in pressing the hernia 

ack into the abdomen. The patient, however, con- 
tinued to complain of pain extending from the inguinal 
canal toward the umbilicus. There was a slight ful- 
ness or induration at the site of the internal ring, but 
apparently this was within the abdominal cavity. The 


patient’s general condition was nearly normal. During 
the next two days, calomel, salts and oil failed to act 
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on the bowels. So also did repeated enemata of large 
quantities of water fail to bring away fecal matter. The 
abdomen was gradually becoming distended and tym- 
panitic, and when I saw the man, two days after the oc- 
currence of the hernia, I found the belly greatly swollen, 
tympanitic, with marked tenderness from the umbilicus 
down to the inguinal canal on the right side. He was 
vomiting a dirty greenish-looking fluid, with distinctly 
fecal odor, The pulse and temperature were about normal. 
] invaginated the scrotum with my finger, carrying it well 
up into the inguinal canal, but was unable to feel the her- 
nia there, though just above Poupart’s ligament, and just 
under the internal ring, there remained a small indura- 
tion, indistinctly felt by the reason of distention of the ab- 
domen. I concluded that the hernia had either been re- 
ducedin its sac, or else that both had been well pressed up 
the inguinal canal, and between the peritoneum and wall 
proper, An operation was at once decided upon, An 
incision, three inches long, was made over the site of 
the appendix, ,At least a pint of blood-stained water 
escaped from the peritoneal cavity. Inserting my two 
fingers, I detected a constriction at the internal ring, 
and succeeded in drawing out eight inches of intestines. 
This I brought through the abdominal wound to the outer 
surface of the abdomen, The bowel was so congested at 
each extremity of the eight inches, where the encircling 
band had constricted it, that the peritoneum had given 
way, and gangrene was imminent. I immediately cut 
out ten inches of intestine, and made an end-to-end 
- approximation by means of Murphy’s button. All 
hemorrhage was arrested, the abdomen cleansed, and a 
drainage-tube so placed as to reach the bottom of the 
pelvis, The wound was closed with silk sutures, and the 
patient taken off the table with a pulse of 80. The reac- 
tion that night was pronounced, the temperature reach- 
ing 103°, but it fell promptly by morning to 99%°. The 
pulse from that time on did not go above 86, and the tem- 
perature ranged under 100°. Fifteen grains of calomel 
were given the night after the operation; ten grains 
more on the next day, and by means of oft-repeated 
large enemas the intestinal canal, at the end of sixty 
hours, was thoroughly ne of all gas and fecal mat- 
ter. The patient’s general condition was good all of the 
ime after the operation, and he expressed himself ready 
at any time to get out of bed and goto work. Hisappe- 
tite remained good, and he is eating ordinary food. The 
drainage-tube was removed on the third day. The 
button was passed at the end of theseventh day. Thirty- 
two days have now elapsed, and his bowels are acting 
every day without medicine. 

(The patient was presented for examination by the 
Fellows of the Association.) 

Case Il. Distended gall-bladder,; cholecyst-enteros- 
tomy by Murphy's button.—C. E., fifty-three years 
of age, of sedentary habits, had suffered more or 
less with dyspepsia for years. Six months before con- 
sultation he became very much jaundiced, and the liver 
was greatly enlarged. He hadno fever; the pulse was 
feeble, 60 beats per minute. The man was emaciated 
to almost the last degree. There was great pain over 
the pyloric region, with tenderness all along the liver, 
which projected in a uniform line three inches and a 
half below the border of the ribs. At the anterior axil- 
lary line there was a distinct projection downward from 
the liver, reaching the anterior superior spinous process 
of theilium. The case had been diagnosticated by several 
physicians as one of carcinoma of the liver. While the 
symptoms pointed strongly to such a condition, I was 
not willing to consent to the diagnosis without an opera- 
tion, This growth had been rapid, and had even over- 
reached the rapidity of growth characteristic of malig- 
nancy. I detected what I thought to be the rounded 
end of the gall-bladder projecting at the lowest point of 
the enlarged liver. An incision was made a5¢ inches 
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below the anterior extremity of the ninth rib, extending 
downward three inches, Upon entering the abdomen I 
found the liver greatly enlarged and very much con- 
gested. It was blue, and projecting at its lowest point 
was the gall-bladder. I succeeded in bringing the fundus 
of the gall-bladder in the incision, and opening it, 
evacuating fourteen ounces of bile. With a probe intro- 
duced into the gall-bladder, and my two fingers in the 
abdominal cavity, I was enabled to follow the cystic duct 
to the common duct, but no further. I examined with my 
two —_ the under surface of the liver, and found no 
signs of malignant disease. I tested the common duct 
to the duodenum, and could find neither gall-stone nor 
malignant growth, but the liver was so swollen that a 
= in the common duct might easily have escaped 
touch. 

The condition of the patient at this time admonished 
a rapid completion of the operation, so that I did not 
attempt a cholecyst-enterostomy, but sutured the gall- 
bladder to the anterior wall of the abdomen, hoping that 
with the use of liberal douches of hot water I might 
succeed in clearing out the common duct, The patient 
reacted slowly after the operation, but in a few days was 
out of all danger. The hot-water douching was tried, 
and every effort made to pass a probe along the common 
duct, but without success, 

At the end of three weeks there was some gain in 
strength, the appetite was good, and the color had 
become nearly natural. The liver had receded beneath 
the ribs, In this state I allowed the man to return to 
his home to recuperate before undertaking a cholecyst- 
enterostomy. 

The patient returned after three weeks, with the gen- 
eral condition slightly improved, but the absence of 
bile from his bowel seemed to have prevented his gain- 
ing in flesh. The prospect of improvement in the 
absence of bile was so unpromising that, although his 
condition was bad, in consultation it was deemed advis- 
able to connect the gall-bladder and the bowel. 

At the time of this operation I again explored the tract 
of the common duct, and felt two distinct enlargements, 
believed to be calculi. This case was not one for waste 
of time in efforts at removal of calculi from the common 
duct, so I hastily performed the cholecyst-enterostomy, 
using the Murphy button. The case progressed favor- 
ably, the button coming away from the fistula in the 
abdomen on the seventh day, We had much trouble 
in keeping the food from escaping va the gall-bladder. 
Most of the bile passed into the bowel. The condition of 
the man for ten days was precarious indeed, but slowly 
improved, and he went to his home at the end of four 
weeks. There he gained about fifteen pounds in flesh, and 
was slowly but steadily improving until three months 
after the operation, when he was taken with diarrhea, 
soon becoming dysenteric, and died on the third day. 

The operation, however, of gastro-enterostomy with 
the Murphy button proved entirely satisfactory, and 
so far as an operation was concerned is to be regarded 
as a success in this case. 

CasE Ill. Acute appendicitis —J. M., twenty-six 
years of age, a white male, was brought to my infirmary 
by Dr. Carmack, of Iuka, Miss., three days after the 
onset of an attack of acute appendicitis, which was 
marked by the usual symptoms. He had a pulse of 80, 
and a temperature of 100°; the abdomen was rather full, 
and a distinct lump could be felt at the site of the ap- 
pendix, where there was a marked degree of sensitiveness 
to pressure ; the bowels were acting well under cathartics. 
I made the usual incision, and found the head of the 
colon and a coil of intestine strongly bound together and 
to the wall of the pelvis, by inflammatory adhesions. 
These adhesions were quite strong for their age, and great 
care was necessary in separating them. ey were all 
liberated and the appendix found tightly bound to the 
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colon, very much swollen and inflamed. It was tied and 
removed, and the wound packed lightly with gauze. 
The patient ten weeks after the operation was attending 
his duties as salesman. 

CasE IV. Empyema of the gall-bladder ; cholecyst- 
otomy ; forty-five calculi removed.—Mrs. W.., forty-three 
years of age, white, was seen in consultation with 
Dr. Lipscomb forty-eight hours after she was taken 
sick. She was suddenly seized with a pain, which she 
described as a cord around the base of her chest. There 
was great difficulty in breathing, and the pain extended 
down the right half of the abdomen, toward the pelvis. 
It was the time of her menses, but the flow after two 
days ceased abruptly five hours before she was taken 
sick, and this checking of the menses was naturally 
looked upon as playing a prominent part in the causa- 
tion of this pain. She vomited a quantity of bile. The 
pulse was 80, and the temperature normal. An opiate 
was administered, followed at once by a full dose of 
calomel, and in two hours the patient had two large 
typical bilious actions, but her pain and vomiting of 
bile continued, while the tenderness in the region of the 
appendix increased. At the time of my first visit I 
found her with a temperature of 101.5°, the pulse 100; 
McBurney’s point of tenderness was very pronounced ; 
in fact the symptoms pointed quite strongly to a case of 
appendicitis. There was a distinct tumor, the size of the 
first, extending upward and outward from McBurney’s 
point. It could be felt, but could not be handled, owing 
to the pain; I succeeded, however, in detecting some 
mobility of this mass and traced its outline upward to- 
ward the liver. While the symptoms pointed strongly 
toward appendicitis, and tenderness at McBurney’s point 
was most pronounced, there were some things that led 
me to suspect a distended gall-bladder. First, the 
size of the tumor was too great to have been attained in 
forty-eight hours from appendicitis ; secondly, an ap- 
pendicitis producing a tumor or mass of adherent intes- 
tines of the size in this case, would have been accom- 
panied by such a degree of inflammation surrounding 
the mass as would have bound this down and prevented 
any motion laterally; and lastly, the fact of the two 
actions of the bowel after the pain had begun so severely, 
together with this excessive vomiting of bile—all, I say, 
led me to doubt the existence of appendicitis and rather 
to attribute the enlargement to distention of the gall- 
bladder. The previous history told of numerous attacks 
of colic from five to eight years back, although in the 
past three years she had had no trouble of that kind. 
An operation was decided upon for the relief of what- 
ever the trouble might be. 

The patient was removed to my infirmary, and being 
placed under an anesthetic preparatory to the operation, 
the tumor could be mapped out as rising and falling 
with the diaphragm, could be traced upward, and could 
be moved laterally through a space of two inches. I 
was now confident that the case was one of acute em- 
pyema of the gall-bladder and I made the incision ac- 
cordingly. The gall-bladder was found very much in- 
flamed, and holding eight ounces of purulent matter, 
which was drawn off with an aspirator. A soft flat 
sponge was used to protect the cavity and an incision 
was made in the gall-bladder, and with a scoop and for- 
ceps I removed forty-five gall-stones, one the size of a 
filbert, the rest much smaller. There still remained one 
stone that blocked up the cystic duct. After consider- 
able manipulation with the fingers in the abdomen and 
the forceps in the gall-bladder, I succeeded in crushing 
the stone and washing it out. The fundus of the gall- 
bladder was of a blue-black color and tore readily, and 
showed all evidences of approaching gangrene. The 
gangrenous point corresponded to the tender spot of 
McBurney on the abdomen. I removed the fundus of the 
bladder as far up as necessary and stitched the margins of 





the opening to the abdominal wall, making a biliary fistula 
The patient was put to bed in about the same condition 
she was in when placed on the table. She came from 
under the anesthetic complaining of great pain, thirst, and 
nausea. The abdomen was distended. In a few hours 
the pulse went up to 110, and the temperature to ro1°. 
There was constant eructation of gas and some vomiting. 
The indications were clear that the bowels should be 
moved at once, Enemata, and calomel and soda by 
the mouth, were used freely. At the end of twenty-four - 
hours her pulse was 150, respirations 8, and the pupils 
contracted to a pin-point; there were frequent retchings 
and belching, the abdomen greatly distended, and the 
condition a forlorn one. Having tried salts and calomel 
I now resorted to drop doses of croton-oil. The woman 
was twelve hours in this condition before we succeeded in 
getting the bowels moved. They acted seven times, 
when. to our great satisfaction the patient had a pulse of 
go, a temperature of 100°, respirations of 16, with the 
mind clear, and clamoring for some nougishment. Milk 
was cautiously administered once every hour, and the 
patient went on rapidly to recovery. There remains a 
fistula at the end of twelve weeks, but this is progress- 
ively contracting, and there is every evidence that bile 
is reaching the intestinal canal. 

This case presented a number of interesting points in 
diagnosis, and after operation showed that in a few hours 
more the case would have been a hopeless one. Atten- 
tion should be called to the absence of jaundice at this 
time ; nor had she ever been so affected ; this argues that 
the common duct had never been obstructed. 

CASE V. Acute recurring appendicitis.—L.S.,a male, 
thirty-six years of age, had a history of a severe attack of 
appendicitis three years before, and since that time a con- 
tinued sense of uneasiness in the parts, and especially a 
sense of tension in the iliac region when standing erect. 
He was brought to my infirmary with a temperature of 
102°, a pulse of 100, andwith a history of an acute attack 
of five days’ standing. A slight tumor was detected upon 
palpation, The bowels had been thoroughly acted upon, 
so that an operation was performed at once. The ab- 
dominal cavity was opened over the appendix, which 
was found lying behind the cecum, and closely attached 
to it, as well as to the abdominal wall, by old adhesions. 
Circumscribed peritonitis was plainly evident over the 
cecum and adjacent intestines. The appendix was 
separated from the adhesions and removed. This 
patient recovered without any untoward symptoms, and 
in eight weeks resumed his usual vocation. The ap- 
pendix was enlarged and thickened and showed evi- 
dences of chronic inflammation, though no ulcer or evi- 
dence of ulceration could be discerned. It contained 
muco-purulent matter. (Dr. Winston.) 

CasE VI. LEmpyema of the gall-bladder ; three gall- 
stones removed.—Mrs, C,, thirty-two years of age, had a 
previous history of repeated attacks of gall-stone colic, 
the true nature of which attacks seemed never to have 
been suspected. She was brought to my infirmary suf- 
fering from a typical attack of gall-stone colic, with a 
tumor corresponding to a distended gall-bladder and 
which extended downward about four and’ one-half 
inches below the ribs. She was jaundiced and the 
abdomen was swollen and tender. The temperature 
was 102°, the pulse 100. Obstruction from gall-stones 
was evident, and I opened the abdomen through a ver- 
tical incision over the gall-bladder. I removed three 
stones, together with six ounces of bile mixed with 
pus. The gall-bladder was stitched to the anterior wall 
of the abdomen and gauze drainage arranged. The 
patient made an uninterrupted recovery. Within two 
months the fistula had healed and the patient was in 
perfect health. (Dr. J. W. Gray.) 

Case VII. Carcinoma of the cecum.—N. A. J., thirty-one 
years of age, male, white, much emaciated, with a pulse of 
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120, a temperature of 100.5°, appetite fairly good, bowels 
tending to diarrhea, was brought to my infirmary by Dr. 
Gladney. The patient had had an excellent physique 
and enjoyed the best of health until within six months, 
during which time there had been progressive and rapid 
loss of flesh to the extent of sixty-five lbs. In the right 
iliac fossa there was an indurated mass that had led to 
a suspicion of appendicitis, The enlargement corre- 
sponded in location to an adherent mass of the bowel, 
such as is frequently seen in appendicitis, but it was 
movable in each direction, and did not seem to be as 
closely bound to the posterior wall as is the case when 
the mass is formed by adherent coils of the intestine. 
It also felt hard and nodular. I expressed the opinion 
that the tumor was malignant, but inasmuch as there 
was some room for doubt an exploratory operation was 
performed. A three-inch incision through the abdom- 
inal parietes just over the tumor revealed a growth in 
the wall of the cecum. It was very hard and included 
at least six inches of the bowel.. The mesenteric glands 
so far as they could be examined were enlarged and hard- 
ened. The great omentum was attached to the growth, 
and in this omentum achain of enlarged lymphatic glands 
was plainly detected. The suspicion of malignancy 
being confirmed, and being satisfied that no benefit 
could be derived from an enterectomy, I removed about 
four inches of the omentum, including several lymphatic 
glands, each about the size of a filbert. The operation 
having been thoroughly aseptic in every detail, the 
wound closed, and on the tenth day the patient was 
taken to his home in the country apparently in better 
condition than he was on arrival here. A microscopic 
examination of the mesenteric glands proved the growth 
to be carcinomatous. 

CasE VIII. Chronic recurring appendicitis with per- 
forations—C, McL., a male, thirty-seven ‘years of age, 
with a history of repeated attacks of appendicitis, acute 
in character, reached my infirmary with a temperature 
of 103° and a pulse of 110, His general condition was 
very bad, the bowels being locked. (Six months before 
he had declined an operation which I had urged upon 
him during one of his attacks.) At this time, twelve 
days after the attack began, I found a tumor at the site 
of the appendix. The symptoms of general peritonitis 
were very prominent. There was doubt as to whether 
there might not be a general suppurative peritonitis. He 
was placed upon the table and the abdomen opened 
over the appendix. The intestines were found highly 
inflamed. There was a mass of adherent bowel just 
under the incision. Before separating the adhesions the 
field was walled off by sponges, and the coils of intestine 
were carefully separated, allowing two ounces of pus, 
with small particles of fecal matter, to escape on the 
sponges, The appendix was not sought for, but the 
wound was packed with gauze, and the patient recovered 
without any complicating symptoms. This was a case 
of perforative appendicitis, and although the patient re- 
covered from this operation, I think it can be safely 
argued that he would have run much less risk if he had 
accepted the operation when proposed six months be- 
fore, when there was probably no pus present, (Dr. 
Rudisell.) 

CasE IX. Abscess behind the cecum.—J. L. H., male, 
white, thirty-four years of age, had been sick three 
months with typho-malarial fever, during the course of 
which an enlargement formed within the abdomen at 
the site of the appendix. In the course of time, coinci- 
dently with the subsidence of this enlargement, he 
passed from his bowel about a pint of pus. The diag- 
nosis of appendicitis was offered and the patient brought 
to my infirmary,. His pulse was 120, the temperature 
100.5°, appetite absolutely wanting, prostration profound 
—making in fact a perfect picture of a man after an at- 
tack of typhoid fever. There was still a tumor at the site 





of the appendix, which was tender on pressure, After 
watching him and trying to build him up for ten days with- 
out being able to chronicle any success in the treatment, 
the abdomen was opened by an incision over the tumor. 
The appendix was found normal, but behind the peri- 
toneum and behind the head of the colon could be dis- 
tinctly felt a more or less fluctuating mass, The incision 
already made was carefully protected by sponges while 
another incision was made just above the outer portion 
of Poupart’s, ligament and the peritoneum carefully 
raised and followed up to behind the cecum, when the 
pus-cavity was opened and a teacupful of thick, yellow, 
curdy matter escaped. The probe detected the crest of 
the ilium and sacro-iliac junction to be eroded. The 
wound was packed with gauze, and the patient made a 
slow recovery without any symptoms of peritonitis, and 
in two months he was able to sit up, and eight months 
after the operation he had gained sixty pounds and was 
enjoying perfect health. 

CasE X, Jncarcerated umbtlical hernia.—Mrs. T., 
forty-two years of age, the mother of a number of chil- 
dren, was referred by Dr. Crofford for incarcerated 
umbilical hernia. There was a hernial mass about the 
size of a child’s fist, which was very painful upon manipu- 
lation and had been in existence for years. During the 
earlier days of its existence the woman had oftentimes 
reduced the hernia by gentle pressure, but for five or six 
years past she had been unable to reduce the size of the 
enlargement by any amount of pressure. The patient 
had a very large abdomen. She was admitted to my 
infirmary, and after a week’s preparatory treatment I 
made an elliptic incision over the hernial mass, opened 
the sac, and after considerable difficulty succeeded in 
separating the adhesions between the sac and the hernia, 
which proved to be omental. I then cut away the excess 
of tissue in the abdominal wall, and closed the wound 
with silk sutures. Her recovery was not marked by any 
symptoms worthy of mention. She went home at the 
end of six weeks wearing a close-fitting abdominal 
bandage. 

CasE XI. Acute perforative appendicitis.—J. H., 
male, white, thirty-eight years of age, presented himself 
about the tenth day after the onset of an acute attack of 
perforative appendicitis, His condition was exceedingly 
bad, so that I liberated six ounces of pus by Willard 
Parker’s incision, and then thoroughly washed out the 
pus-sac. It was found that there were two fistulous 
tracts, one extending to the bottom of the pelvis, 
another leading to the site of the appendix. After four 
weeks’ irrigation and drainage of these sinuses, the man 
was suddenly taken with fever, a temperature of 104°, and 
a pulse-rate of 140, There was obstinate constipation, 
general peritoneal pains, and so serious an aspect that it 
was deemed advisable to perform celiotomy in search of 

us. The abdomen was opened just internal to the old 
incision and the fistulous tract followed down to the floor of 
the pelvis, several ounces of pent-up pus being liberated. 
The upper arm of the fistula was then drained and the 
remains of the appendix removed. The intestines all this 
time were kept back and walled off from infection by 
sponges. A glass drainage-tube was used, and for five 
days the patient’s condition was very critical ; at the end 
of this time, however, his bowels moved freely. His 
recovery was slow and the fistula remained for several 
months, but the last report was that it had nearly healed. 
No cause for the bowel-obstruction could be found other 
than peritonitis due to pent-up pus in the lower end of 
this fistula. Although a suppurating tract was made 
continuous with the peritoneal cavity, we succeeded in 
preventing general peritoneal infection. 

Case XII. Herniotomy for strangulated inguinal 
hernia: the operation completed with view to radicat 
cure.—J. B.,a male, forty-three years of age, was brought 
to my infirmary in November, 1892, by Dr. McDowell, of 





94 


TWENTY-TWO ABDOMINAL SECTIONS. 


[ MEDICAL News 








a. The patient walked from the railway depot 
to the infirmary, although in great pain from a hernial 
proven in the inguinal region, The mass was not large, 

ut extended just into the scrotum ; it had been down 
about forty hours, and was quite tender totouch. The 
patient’s pulse was go, and his temperature 100°. All 
signs of hernia were present, and, after administering 
the anesthetic, and with gentle taxis having failed to re- 
duce the hernia, I performed herniotomy. I found an 
old hernial sac which contained a loop of intestine very 
much discolored, but its peritoneal covering had not lost 
its luster. The inguinal canal was laid open, the bowel 
returned to the abdomen, and the McBurney operation 
for the radical cure of hernia carried out in detail. The 
patient’s bowels moved that night, and the only trouble 
was in keeping him confined to bed during the eight 
weeks he remained with me. The operation has thus 
far (eleven months) proved acure. The man isa farmer, 
and is doing his work as usual. This was a case in 
which prolonged efforts at taxis had failed, and at the 
time I saw it taxis was dangerous. 

Case XIII. Perforative appendicitis.—J. D. S., male, 
white, thirty-eight years of age, presented a history very 
much like that of Case X. There had been an attack 
of peritonitis and a large collection of pus in the right 
iliac fossa. The fossa I opened by an incision just above 
the outer part of Poupart’s ligament. The sac being 
washed out I could pass a probe upward and backward 
nine inches, following the posterior wall of the abdomen, 
as nearly as I could estimate it, almost to the pancreas, 
The liberation of this pus was followed by a rapid im- 
provement in health, but the fistula still remained, and 
about every four weeks an accumulation of pus at the 
upper end of the fistula would give rise to grave systemic 
symptoms, with a temperature of 103°, a pulse of 140, 
and acute diarrhea. Every effort was made to ward off 
these attacks and keep the fistula well drained, but 
without effect. I was not able to say what was the first 
cause of the formation of pus; I am strongly of the be- 
lief that it was appendicitis, and that the pus burrowed 
upward and backward toward the diaphragm. Five 
months ago, during the height of one of the attacks of 
peritonitis caused by retention of pus, while his tem- 
perature was 103°, I opened the abdomen by an incision 
four inches in length just external to the right linea 
semilunaris. When the cavity was reached we found 
a collection of pus lying on the posterior wall of the 
abdomen behind the peritoneum, consequently behind 
the ascending colon. The intestines were walied off 
and the sinus followed for a distance of six inches. 
The fluid that escaped was of a dirty-brown color, 
purulent in character, and exceedingly offensive. The 
sac was thoroughly irrigated and packed with gauze, 
The patient's temperature fell rapidly, and the next day 
he was apparently well. His bowels moved regularly, 
All abdominal symptoms disappeared, the wound did 
well, and he gradually regained strength, and a few 
weeks ago resumed his work as an accountant. 

Case XIV. Chronic appendicitis ; abnormally located 
kidney complicating the diagnosis.—J, C., male, white, 
twenty-three of age, was brought to me by Dr. May- 
field. There was a history of bowel-trouble with a 
distinct tumor in the region of the appendix, which was 
very tender on pressure. His temperature was 102°, his 
pulse 100. He was very anemic, and had lost much 
flesh. The history of the case showed that there had 
been an acute attack of inflammation at the head of the 
colon, with the discharge of a quantity of pus by the 
rectum, and varying degrees of poor health extending 
over the six months past. There were some points 
about the feeling of this tumor at the site of the appen- 
dix that made one hesitate in pronouncing it an inflam- 
matory mass; however, an exploratory operation was 
decided upon. The incision was made over the site of 





the appendix. The tumor was found to be a misplaced 
kidney, lying one-half within and one-half without the 
true pelvis, It was apparently healthy. The appendix 
itself showed slight inflammation of the peritoneal sur- 
face. Its walls were thickened and hardened; its gen- 
eral contour irregular and bulging at points. Its extremity 
was greatly enlarged, and upon removal was found to 
contain pus. Gauze drainage was used in this case, 
After ten days the fever had ceased, but there was a very 
slow recovery. The man is to-day, ten months after- 
ward, in good health. This-was another case of the 
catarrhal form of appendicitis complicated in diagnosis 
by the presence of an abnormally located kidney. 

CasE XV. Acute perforative appendicitis.—E, F. T., 
thirty-seven years of age, male, white, presented the 
characteristics of an acute perforative appendicitis. The 
attack came on without warning and without any pre- 
vious attacks, the man having retired the night before, 
as he believed, in excellent health. I saw him with a 
pulse of 120 and a temperature of 102° sixty hours after 
the attack began. There was general abdominal tender- 
ness, with the McBurney point especially well marked. 
The man was removed at once to the infirmary and the 
abdomen opened at the site of the appendix, The small 
intestine and head of colon were matted together by in- 
flammatory adhesions. These were carefully separated, 
liberating about two ounces of pus with an admixture of 
fecal matter. The appendix was perforated at its base by 
an ulcer which included three-quarters of its circumfer- 
ence. Plainly speaking, a slough had occurred in the 
appendix near the base and the remaining portion was 
bordering on gangrene. Great care was taken to prevent 
contamination of the unaffected peritoneum, The appen- 
dix was ligated, removed, and the abdomen then thor- 
oughly flushed with hot water. In this case gauze 
drainage was relied on, and the patient made a rapid 
and complete recovery. This was a case of perforative, 
or what we might almost term a gangrenous form of 
appendicitis, a case in which a very few more hours’ 
delay would have allowed the case to get beyond the 
reach of surgical aid, 

CasE XVI. Chronic appendicitis, producing relapsing 
dysentery.—J. G., male, twenty-four years of age, had a 
history of six months’ illness and a loss of thirty pounds 
in weight. During the illness all of his symptoms per- 
tained to the bowels, It was a case of relapsing dysen- 
tery. He was removed to the infirmary with a tempera- 
ture of 103°, and a pulse of 102. All of his pain was 
complained of on the //¢ side of the abdomen near 
the iliac crest. Careful palpation detected a small tumor 
at the site of the appendix, on pressing which pain was - 
produced on the offosite side. The usual incision for 
removing the appendix was made. The appendix, six 
and one-half inches in length, was found closely attached 
to the external and posterior aspect of the cecum. It 
was necessary to tie off its mesentery with five ligatures. 
The appendix was then ligated and removed, The 
head of the colon was found greatly inflamed, and the 
glands in the meso-colon and mesentery adjacent to the 
appendix were as large as chestnuts. Gauze drainage was 
employed in this case. The patient recovered without 
any symptoms complicating his case. At the end of two 
weeks he was able to sit up. On section, the appendix 
was found greatly thickened. There were no well-defined 
ulcers to be detected on its inner surface, though it con- 
tained a small quantity of pus. From the appearance 
of the head of the colon there was no question but that 
there were numerous ulcers throughout that part of the 


wel, 

Case XVII. Chronic relapsing appendicitis.—J. M., 
thirty-seven years of age, male, white, had been in poor 
health for a year and a half, with repeated attacks of 
bowel-trouble, accompanied by fever and other evidences 
of peritonitis; on several occasions his condition had 
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been quite critical, The diagnosis of chronic appendi- 
citis was made, although no tumor could be felt. The 
operation was performed at the onset of a well-pro- 
nounced attack. The appendix, greatly enlarged, its 
walls greatly thickened, was found lying within the true 
pelvis, attached to the posterior wall on the right side, 
and completely cornered by an adherent coil of small 
intestine. Localized peritonitis existed, but there was no 
evidence of a perforation ever having taken place. The 
appendix was freed from all adhesions (by a ligature ap- 
plied close to its base), and removed, the ligature being 
cutshort: Although there was no pus seen in connec- 
tion with the operation, it was deemed safest to employ 
gauze drainage. The man made an excellent recovery 
and has since enjoyed perfect health. The appendix in 
this case, upon section, showed five superficial ulcers on 
its mucous aspect. These ulcers did not extend through 
the mucous membrane. The case should properly be 
classed as one of catarrhal appendicitis, in which adhe- 
sions had taken place during some previous acute ex- 
acerbations, and continued to give rise to the trouble 
in the peritoneum. 

CasE XVIII. Empyema of the gall-bladder; one gall- 
stone.—Mrs. P., fifty-eight years of age, with repeated 
attacks of colic during the period of seven years, was 
very much emaciated, with marked jaundice, dyspeptic, 
presented a tumor corresponding in outline and symp- 
toms to an enlarged gall-bladder. Her condition was 
then fairly good, but she declined an operation for 
gall-stones, and after repeated doses of sweet-oil the 
tumor greatly subsided, though no gall-stones passed. 
In spite of all my entreaties to undergo the operation, 
she declined, and wenthome. She.returned two months 
later with a small tumor at the site of the gall-bladder, 
with a temperature of 104°, a pulse of 130, completely 
prostrated, and with a history of a very severe chill every 
day fora week. Hercondition was not such as would war- 
rant an operation with any hope of recovery. I opposed 
an operation in her then exhausted condition. I did not 
believe there was any malaria in these daily chills; never- 
theless I gave her quinin for forty-eight hours with a 
return of the chills at the end of each twenty-four hours. 
She came for the operation of cholelithotomy. I ex- 
plained to her and the family what little hope there was 
of her surviving the operation, but they still insisted on 
giving her the chance, however slender that might be, 
I did not desire to shirk any responsibility, and knowing 
that the patient would die without the operation, and that 
operation was the only chance, I yielded to their solici- 
tations, opened the gall-bladder and removed the stone, 
The peritoneum was highly inflamed as far as could be 
examined, The patient survived the operation only 
twenty-four hours, during which time she reacted well, 
was thoroughly conscious, and took nourishment freely. 
Her pulse and temperature both led us to hope she was 
improving, but she suddenly grew worse at the time for 
her daily chill, and passed away. 

Case XIX, Enterectomy ; lateral anastomosis.—Mrs. 
B., twenty-four years of age, white, came to my in- 
firmary in the last stages of what proved to be tuber- 
culosis of the intestine, I had seen her two years before, 
after she had had a slight pulmonary hemorrhage. Care- 
ful stethoscopic examination had failed to locate any 
tuberculous patch. I had advised her to seek a climate 
better suited to one threatened with tuberculosis. One 
year ago I saw her in an attack of dysentery, which 
was controlled after several days of treatment by the 
usual remedies, calomel, opium, and ipecac. On the 
occasion of my last visit I left her with the promise 
from her that she would let me see her again in a few 
weeks to examine the site of the vermiform appendix, 
which location had during this spell been the site of 
most of her pain. A year elapsed before I saw her, 
which was on the occasion of her being brought to my 





infirmary, the mere shadow of a woman, There was a 
distinct enlargement at the head of the colon. She had 
had a long spell of dysenteric diarrhea, and had been 
in bed four months with fever, sweats, and rigors. Her 
physician had strongly suspected appendicitis, and had 
advised operative treatment. In consultation with Dr. 
Henning, her physician, I could not advise surgical in- 
terference, from the fact that the patient’s condition did 
not promise that she would survive the operation. She 
and the family, however, pleaded so strongly that some- 
thing should be done that I finally consented to an 
exploration, with the hope that the trouble was appen 

dicitis, Upon opening the abdomen we found adhesions 
between the great omentum and the small intestine at 
the head of the colon. In separating these adhesions 
ever so carefully four or five holes were torn into the 
cecum ; I could then make out about four inches of the 
cecum and two inches of the small intestine to be greatly 
thickened, and from the numerous small nodular patches 
on the outer surface my diagnosis was tuberculosis of the 
bowel. The patient’s condition was desperate, but with 
the torn bowel, and with her request that ‘“ we should 
do something, remove everything in sight,” I performed 
enterectomy, removing about four inches of the small 
intestine and six inches of the colon. A lateral entero- 
colostomy by means of Senn’s plates was done. The 
general cavity was during the operation protected from 
infection by sponges. The patient put to bed, but I 
hardly expected her to live more than a few hours. 
Contrary to all expectations she lived four days and a 
half. Her bowels acted voluntarily three times after the 
second day. The gauze dressings on being taken oft 
showed a slight fecal fistula, There was no evidence of 
acute peritonitis excited by the operation, though I doubt 
whether the patient had sufficient vitality for such a 
condition to be kindled up. She died from the original 
condition for which the operation was done, and not 
from the operation. 

Case XX. Cyst of the broad ligament ; pyosalpinx.— 
Mrs. L., thirty-seven years of age, white, had been in poor 
general health, and had had fever, with much prostra- 
tion. On the left side of the uterus there was a tumor 
the size of an infant’s head. The tumor was painless, 
but by its presence pressed the womb against the right 
wall of the pelvis, where on bimanual exploration the 
symptoms pointed strongly to salpingitis. After five or 
six days of preparatory treatment celiotomy was per- 
formed, and the tumor, which proved to be a cyst of 
broad ligament, was removed. Both tubes and ovaries 
were removed, because on the right side there proved to 
be pyosalpinx. The operation was completed rapidly ; 
a glass drainage-tube was employed because of much 
oozing, due to the separation of the adhesions on the 
right side. This patient did badly. Her pulse when 
she was taken from the table was 84, but rose steadily 
until the third day, when it was 140, with other symp- 
toms of traumatic peritonitis, She died at the end of the 
fifth day. 

CasE XXI. Chronic appendicitis—Miss B., thirty- 
one years of age, had the following history : Seven mon 
ago she had an attack of appendicitis, in which there was 
a formation of pus, which was evacuated by an incision 
two inches behind the anterior superior spinous process 
just over the crest of the ilium. She improved a good 
deal, but was not well, and after the end of four months 
had another slight attack, though no pus seemed to have 
formed ; two months later, and one month before coming 
to me, there was a return of the pain in the iliac region 
of the right side, with fever, quick pulse, loose bowels 
and much prostration. This condition continued until 
I saw her, when I diagnosticated appendicitis, based 
upon the tenderness over the appendix-site. The re- 
maining portion ofthe abdomen could be palpated with- 
out causing complaint. Her pulse was go, and the even- 
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ing temperature about 100°, The abdomen was opened 
over the appendix, which was found rather behind the 
head of the colon to which it was adherent, as well as the 
iliac fossa, The distal end was found attached to the 
wall of the abdomen at the crest of the ilium, corre- 
sponding to a cicatrix seen on the skin where the pus 
had been evacuated five months before. With my finger 
I succeeded in enucleating the end of the appendix from 
this iliac attachment, and separating it from its other 
adhesions I tied it off. Gauze drainage was used, and 
the patient was put to bed in excellent condition. The 
usual nausea of the anesthetic did not wear off, but con- 
tinued through thirty-six hours. The pulse ranged from 
70 to 80, the temperature from 98.5° to 100°, At the end 
of forty-eight hours the bowels were moved by enema, 
and salts acted a few hours later, There was no 
abdominal tenderness, no distention, The bowels con- 
tinued to act freely from that time on; nor did any 
symptoms of Seger present themselves, On -the 
third day after the operation the kidneys suddenly ceased 
to secrete urine, and for forty-one hours not one drop 
entered the bladder; then there were a few drams se- 
creted, gradually increasing in the next four days at the 
rate of thirty-two drams in twenty-four hours, The urine 
was hemorrhagic, and contained both pus and tube-casts, 
The woman died of uremia on the tenth day, without one 
untoward symptom referable to the abdomen. Chloro- 
form was the anesthetic used. The time of operation 
was thirty minutes; the room was carefully watched, 
and there was no exposure to cold. The urine had been 
carefully examined and found normal three weeks before 
the operation. 


THE SYSTEMATIC QUALITATIVE ANALYSIS OF 
THE CONTENTS OF THE STOMACH. 


By A. L, BENEDICT, A.M., M.D, 
OF BUFFALO, N, Y. 

THE accompanying tables are presented, not as 
containing anything new in the department of 
gastric chemistry, but with the hope that they may 
facilitate systematic investigation. The prelimi- 
nary step in the study of gastric digestion is the 
administration of a test-meal. In making a series 
of examinations in a given case, it is well to vary 
the bill of fare, but the typical test-meal that will 
be found most generally available is the following: 
A tender chop or beefsteak, well broiled but not 
dried ; a slice of home-made bread, two or three 
days old, with butter; a glassful of water. This 
meal contains albuminoids, hydrated starches, and 
fatty hydrocarbons. The exact amount eaten is 
not important ; in fact it is best to let each patient 
take what he would consider an average light meal. 
From an. hour to an hour and a half after eating, 
from fifty to a hundred cubic centimeters of the 
stomach-contents should be removed through a 
tube, undiluted if possible, filtered through absorb- 
ent cotton or filter-paper, and the tests should be 
applied to the clear liquid thus obtained. To pre- 
vent further digestion outside the body, the liquid 
should be kept cold ; in fact it is best to examine it 
immediately. 

The reaction is determined by litmus paper. A 
marked alkaline reaction is scarcely possible under 











ordinary circumstances. It would be expected after 
a copious hemorrhage into the stomach, or if much 
bile had entered through the pylorus. The reac- 
tion of the resting stomach several hours after a 
meal is neutral or nearly so. In examining under 
the conditions assumed, an hour or an hour and a 
half after the test-meal, the reaction will almost 
invariably be found acid. The acidity may be due 
to hydrochloric, lactic, acetic, or butyric acid, or 
to acid lactates or phosphates. Many aniline dyes 
change color with free acids, but not with acid 
salts. The behavior of methyl-violet, Congo-red, 
and tropeolin 00, with various acids, is given ina 
separate table. In the absence of the color-change 
we may certainly argue the lack of the normal 
hydrochloric acid of the gastric juice, which should 
be present in its greatest proportion about one hour 
and a half after the meal. The other acids men- 
tioned represent respectively the chemic decom- 
position of albuminoids (especially of milk-foods), 
carbohydrates, and fats. If these acids persist an 
hour or more after the test-meal we may suspect 
them to be due to fermentation, and should then 
examine the gastric contents microscopically for 
bacteria and fungi, these being normally destroyed 
or held in check by the antiseptic power of hydro- 
chloric acid. It is rare that the acidity of the 
stomach-contents at the time of the examination is 
due to acid salts alone, for the absence of hydro- 
chloric acid favors the formation of one or more of 
the organic acids. 

It will be noted that we have two quite dissimilar 
solutions that give the same test with hydrochloric 
acid. The same reaction occurs with other min- 
eral acids which cannot be present in the stomach 
except by medication. The resorcin-solution is 
more stable than the solution of phloroglucin- 
vanillin, but not quite so sensitive. However, either 
will indicate the presence of one part of hydro- - 
chloric acid in twenty thousand (about one-tenth 
the normal proportion). 

Lactic acids and lactates give the same reaction 
with ferric chlorid, but fortunately both have the 
same significance. The strictly chemic tests for 
acetic and butyric acids are inconvenient, and the 
odors are sufficiently characteristic. 

Carbohydrates are converted into glucose by the 
ptyalin of the saliva, and by the amylopsin of the 
the pancreatic juice, the former acting on cooked 
starches, the latter on all carbohydrates. The test- 
meal contains only cooked starch in moderate 
amount, and, as the absorption of glucose is nor 
mally rapid, the carbohydrates should have disap- 
peared entirely in an hour or an hour and a half 
after the meal. In case large quantities of starchy 
food, or even small amounts of raw starch, have 
been taken, the iodin-test will be found later—in 
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AcTION OF ACID AND OTHER SOLUTIONS ON ANILINE DYES. 





Solution, Methyl-violet, 


| 





} Blue. 


“ 


{ Yellowish-brown, yellow, green,blue| 
a as strength of acid is decreased. 
HC,H3Q2. . . | Blue with purple tint. 

Butyric acid . | Blue. . 


Lactic acid . . Blue. 


Blue. Blue. 
Blue with slight purple tint. - 


Picro-nitric ac Brownish. 


C,HsOH ... 
HsBOs . . 
Tannic acid . 


NaCl neutral . 
Fresh urine. . 


‘Blue transparency, unchanged re- 
j flection. 


| 
| 
} Same as HCl. | 
| 
| 
| 
No change. 








the latter event until the stomach has completely 
emptied itself. | 

Chemists are unanimous in condemning the re- 
duction-test for glucose as inaccurate in the pres- | 
ence of albumin. For clinical purposes this objec- | 
tion does not seem to hold good. Simply for the | 
sake of economizing time, it is well to add the | 
stomach-contents in a layer above the copper solu- 
tion. The formation of a reddish-violet ring in 
the cold indicates the presence of propeptone or 
peptone. The tube may then be heated in order 
to test for sugar. 


STOMACH-CONTENTS. 
( Alkaline. 
| Neutral. 


1 
| Acid, free. 


Abnormal. 
. Digestion complete, several hours after 
meal. 
Color change with aniline dyes. 
{| “ salts. Color not changed. 
Vanillin 


or 
Alcohol 30 


3 
ad 100 

_ Add 5 drops of reagent to 3 of stomach-contents. Evaporate 

in porcelain capsule. Crimson tint at drying edge = free HCl. 

Maximum % -1 hour after meal. 


{eae ferri chlor. ‘ ‘ } 


Ac. carbolici 
Aquam 
Add stomach-contents guttatim to 1 cm. of reagent in test- 
tube. Yellow color = lactic acid or lactates. Abnormal after 
t hour after meal. 


Carbohydrates. 
RI 


Reaction 


R.—Resorcini 
Sacchari albi 
Aquam 


R.—Phloroglucin 2 


HCl. I 


Lactic acid. 


Amethyst 
lactates, 


solution. 


Acetic acid. 
Butyric acid. 


Abnormal after 1 hour 
after meal. 


Odor of vinegar. 
«— rancid butter. 
KI 


a 


Add 1 drop to filtered stomach-contents. Violet to blackish- 
blue color = starch. Abnormal after 1 hour after meal if test- 
meal contains only cooked starch. Raw starch normally present 
in unfiltered stomach-contents several hours after meal. 

Sugar, 


C,Hi20¢ | ad 


Add gtt. ij to % c.c. of liquor potassze. Shake till a uniform 
deep blue is produced. 

Add in ring above reagent in test-tube a few drops of stomach- 
contents. Reddish-violet band in cold = propeptone or peptone. 
See below. 

Heat. Reddish-yellow ppt.= sugar. Abnormal after 1 hour 

ter meal. 


I 
10 
ad 200 


Starch, 
CoH 005 


Io 
100 


R.—Cupri sulph. 
Glycerini 





Congo-red. 


Dirty purplish-blue. 


Same as HCI. 


Slight change of shade. 


Blue. 
Slight brownish shade. 
} Not tried. 


Tropeolin 0 0. Aniline-orange. 





Magenta. 
No change. 
“ o 


} 
No change. 
iJ 


| Similar to HCI, but less marked: 
| Same as HCl. 


| Suggestion of pink. 
| No change. © 


| 


Slightly lighter shade. + Not tried. 


| No change. 











} Not tried. 





Albuminotds. 

Filtered stomach-contents + heat. Ppt = albumin orsyntonin. 
Abnormal after 1 hour after meal. Filter to remove all traces of 
albumin and syntonin, 

Filtrate No. 2 in ring above cold HNO. 
Filtrate No. 3 removed by pipet. 

Filtrate No. 3 -++ tannic-acid solution. Ppt. = peptone. 

Peptone should be in excess of propeptone, 1 hour after meal. 


Ppt. = propeptone. 


The tests here selected for albuminoids must be 
followed in order, or incorrect results will be 
reached. It will be noted that the same approxi- 
mate limit of an hour is adopted for the completion 
of the preliminary stage of digestion. Albumin 
and syntonin should not be found much, if at all, 
after this period. Boas has demonstrated that pro- 
peptone is absent in the digestion of meat, but 
present in the digestion of plant-albumin and egg- 
albumin. Most of the proteid food in the test- 
meal is derived from meat, a little from wheat, 
and hence we must expect to find a very moderate 
amount of propeptone and a considerable precipi- 
tate in the final treatment with the tannic-acid 
solution. For convenience, the liquid designated 
‘¢Filtrate No. 3,’’ is removed by the pipet from 
above the ring of precipitated propeptone, instead 
of by ordinary filtration. 

All the intricacies of gastric chemic analy- 
sis have manifestly not been alluded to in this 
schedule of examination. On the contrary, only 
the simplest and most necessary routine has been 
laid down. 


The Affinity between Sectarianism and Quackery.—In the 
face of the universal condemnation of the methods of 
the so-called “ Amick Consumption Cure”’ it seems en- 
tirely fitting that a sectarian publication (the Pysio- 
Medical Journal) should rally to the support of this well 
exploited nostrum. This exhibition is but another in- 
stance of the close affinity that exists between sectarian- 
ism and outright quackery. For aught we know the 
words of commendation may be well paid for at so many 
dollars per inch of space, but the article of which we 
speak appears in the midst of regular reading matter. 
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CLINICAL MEMORANDA. 


A CASE OF FIBRO-CYSTIC MYOMA REMOVED AT 
THE THIRD CELIOTOMY: 


By GEORGE RYERSON FOWLER, MD, 
SURGEON TO ST. MARY’S HOSPITAL, AND TO THE M&THODIST EPISCOPAL 
HOSPITAL, BROOKLYN, N, Y. 

I. L. M. B., twenty-six years of age, single, a native 
of the West Indies, referred to me by Dr. J. S. King, of 
this city, was admitted to the Methodist Episcopal Hos- 
pital, March 3, 1890, with the following history: Four 
years prior to admission she noticed a swelling in the left 
iliac region, Prior tothis there had been some menstrual 
disturbances, consisting mainly of amenorrhea, Eight 
months after the discovery of the tumor, and three years 
and four months before she came under my observa- 
tion, a well-known and skilful surgeon of Kingston, 
Jamaica, W. I., attempted the removal of the tumor by 
celiotomy. The connections of the tumor were so ex- 
tensive that the attempt at its enucleation was abandoned, 
and the abdomen closed. The patient made a good re- 
covery from the operation. The tumor, however, con- 
tinued to increase in size, and her general health failed 
notably. 

Six months before admission, she suffered from an 
attack of general peritonitis, from which she recovered 
but slowly. 

Upon admission, a large tumor of pelvic origin was 
found to be present, reaching to the ensiform cartilage, 
and extending laterally so as to occupy almost the entire 
anterior abdominal and pelvic regions, including both 
hypogastric and inguinal regions. It was found to be but 
very slightly movable. A semi-fluctuating area to 
the left of the median line gave the impression of a 
cystic portion of the tumor. 

March roth, an exploratory celiotomy by median in- 
cision exposed the tumor. The incision of the previous 
celiotomy had left a median scar, through which the 
present incision was made. Examination of the tumor 
now disclosed the fact that the most extensive adhesions, 
both visceral and parietal, were present. The omentum, 
transverse colon, and ileum, were all attached to the 
growth by adhesions, in which were seen ramifying ves- 
sels as large as the radial artery. In addition, the adhe- 
sions to the lateral pelvic wall and deeper pelvic struc- 
tures were such as to effectually prevent its successful 
enucleation, In an attempt to investigate its intestinal 
connections, a loop of the ileum was opened ; a Lembert 
suture was immediately introduced. 

The fluctuating portion of the growth was brought to 
correspond with the abdominal incision and there sutured 
for a distance of about three inches. The remainder of 
the abdominal wound was then closed and dressed, and 
the patient put to bed. She rallied well from the opera- 
tion, and, after firm union of the peritoneal surfaces had 
taken place, the cystic portion was opened by means 
of the thermo-cautery. The cyst-wall was at least an 
inch in thickness. 

The cyst discharged at first a semi-transparent straw- 
colored fluid. Within a few days, however, this began 
to be mixed with débris from the tumor itself. Almost 
constant irrigation of the interior of the cyst was neces- 





1 Read before the Brooklyn Surgical Society, March 2, 1893. 





sary to hold in check the constantly threatening, and, in 
spite of every care, occasionally developing septic con- 
dition of the parts. This continued for seven months, 
during which the patient’s condition oscillated between 
improvement and loss of ground gained. She finally left 
the hospital, with the tumor about one-third less than 
its original size, and a sinus discharging, but which was 
kept clean by irrigating with hydronaphthol solution, 
iodin water, etc. 

In January of 1893, the patient again visited this coun- 
try, and Dr. King bought her to my office for examina- 
tion. It was then found that the tumor had still further 
decreased in size, and seemed to be freely movable in all 
directions. A sinus, which, however, discharged but 
comparatively little, was still present. I expressed the 
opinion that the growth could be removed, and advised 
the woman to again enter the hospital for that purpose. 
This she consented to do. 

On February 4th she underwent the third celiotomy. 
As a precautionary measure, the sinus and remains of 
the cyst-cavity were thoroughly washed out with-a mer- 
curic chlorid solution, and the opening closed by folding 
over it and suturing the adjacent abdominal wall. An 
elliptic incision was made so as to include the mouth of 
the sinus, the cicatricial tissue resulting from the former 
operations, and the entire thickness of the abdominal 
wall, The omentum was found to be extensively adhe- 
rent to the abdominal wall and to the anterior surface of 
the tumor as well. So extensive were these adhesions 
that it was decided to remove a portion of the omentum 
with the growth. This was, therefore, carefully tied in 
sections with catgut, and the tumor freed in front in this 
manner, The lateral attachments of the tumor were 
found to include both broad ligaments, and portions of 
the latter were tied off with silk ligatures; the attach- 
ments to the uterus were easily separated, although the 
growth sprang from this organ. The adhesions previ- 
ously existing between the growths and the transverse 
colon and the small intestines had entirely disappeared. 
The abdominal wound was closed by means of silkworm- 
gut and the crossed suture. The silk ligatures were led 
out of the lower angle of the wound. 

The patient rallied well from the operation, and the case 
pursued a typically aseptic course. The silk ligatures from 
the stumps of the ligated broad ligaments came away on 
the sixteenth day following the operation. 

The tumor removed is about the size of a child’s head 
at birth, and consists of a fibro-cystic growth. The re- 
mains of the cyst-cavity are plainly visible. The latter 
extended through nearly its entire antero-posterior di- 
ameter; but a very thin wall separated it posteriorly from 
the peritoneal cavity. 


ESOPHAGOTOMY FOR THE REMOVAL OF A 
BUCKEYE-NUT. 


By WILLIAM D. HAMILTON, M.D., 


OF COLUMBUS, OHIO. 


On the evening of September 2, 1893, I saw an inmate 
of the Central Ohio Insane Asylum, in consultation with 
the members of the house staff. The patient, Levis S., 
twenty-four years of age, who had never been up to the 
average in intelligence, was a strong convalescent from 
mental disease. He had tried to swallow a green buck- 
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eye four hours previously. His sufferings brought him 
to the attention of the physicians in charge, to whom he 
related the facts. 

An esophageal bougie was introduced by Dr. George 
Stockton, meeting an obstacle in the gullet. The pos- 
ture of the man’s head and neck was such as to relax 
the muscles in front. The chin was somewhat depressed 
toward the sternum. There were gagging, ineffectual 
attempts to vomit, and discharge of mucus, blood, and 
saliva. Efforts to swallow water were painful and 
futile. The patient was hoarse and there was some 
dyspnea. 

A bougie, repeatedly inserted, met a firm substance, 
seven and a half inches from the incisor teeth, The 
neck was short and muscular and the thyroid gland was 
large. Deep palpation with the fingers through the 
cervical tissues against the spine proved nothing definite. 
In a thin subject the foreign body could probably have 
been outlined, The smoothness and fixity of the mass 
were evident. The use of the esophageal forceps 
through the mouth offered no chance of extraction; 
while propulsion of the body was impracticable and 
hazardous. An exploratory esophagotomy was advised. 
The man was etherized the following morning at the 
Mount Carmel Hospital in the presence of Drs. Stockton, 
Deischle, and Lindsay. An incision was made, three 
and a half inches in length, along the inner edge of the 
left sterno-mastoid muscle, the center being opposite the 
cricoid cartilage, The omo-hyoid muscle was then drawn 
upward, out of the way. 

The sheath of the great vessels was exposed, and 
these were pulled away from the median line, with the 
overlying muscle, by means of a retractor. The trachea 
and thyroid gland were likewise drawn inward to give 
more room. At the bottom of the cut a lump could be 
felt with the finger. Incising the distended gullet at this 
point, a yellowish-white substance could be seen. The 
nut was soon pried out with a director. Its greatest 
diameter was about one inch. Two or three small 
vessels were tied. The wound in the esophagus was 
closed with a few catgut stitches, which did not enter 
the mucosa. Their insertion would have been easier 
before extracting the foreign body. The esophageal 
wall was at that time more accessible. A small pledget of 
iodoform-gauze was left in the lower angle of the wound. 
The unoccupied portion of it was closed with silk 
sutures, 

Dr. Stockton fed the patient through a stomach-tube 
for three weeks. Theinstrument was carried in through 
the nostril, The wound was dressed on the third day, 
and the drainage-gauze was renewed. Some leakage 
and suppuration had taken place. A solution of boric 
acid (gr. x to water, 3j) was used as a drink (Southam). 
The patient left the hospital on the ninth day, with the 
wound partly healed. After his return to the asylum, 
daily cleansing with hydrogen dioxid was ordered and 
the usual dressings were employed. Soft food was given 
by the mouth at the end of the third week from the 
operation. On October 25th the man was permitted to 
eat more substantial food. His neck was not wholly 
sound until November 5th; since this time no dietary 
restrictions have been necessary. The tardy process of 
repair was due in some degree to the contused condition 
of the esophagus. The continuance of the artificial 





feeding may have had some effect in preventing the 
formation of a traumatic stricture. The man is now in 
excellent health. 


SARCOMA OF TONSIL; EVULSION THROUGH 
THE MOUTH? 


By J. SOLIS-COHEN, M.D., 
PROFESSOR OF LARYNGOLOGY, JEFFERSON MEDICAL COLLEGE, 
PHILADELPHIA, 

A SPINSTER, fifty-eight years of age, was recently 
brought to me in consultation concerning a tumor of the 
tonsil which was stated to have been of some three and 
a half years’ duration, and to have enlarged much more 
rapidly during the last six months than during the pre- 
vious three years. The morbid mass was about the size 
of a small hen’s egg, and was almost entirely covered 
by a distended and adherent soft palate, a very small por- 
tion of the tonsil being exposed at the extreme inner 
surface. Of this mass the tonsil itself seemed of the size 
of a large walnut, The tumor extended conically quite 
up to and upon the surface of the hard palate; while its 
extreme circumference could not be delimited by the 
finger forced behind the soft and hard palate. There 
was no glandular involvement. There was no pain, and 
there had been no pain during the entire history of the 
growth. There was some dysphagia, and some impair- 
ment in voice and in articulation—all mechanic in char- 
acter. Removal of the growth through the mouth was 
decided on. After the adherent palatine folds were de- 
tached from the surface of the tonsil to:which they were 
adherent, a section of the tonsil was removed with © 
cutting forceps. Histologic examination of this fragment 
having confirmed the diagnosis of sarcoma, evulsion of 
the growth was practised as follows: 

The patient being in the sitting posture, the parts were 
benumbed with cocain solution, Then the soft palate 
was divided with the incandescent electric knife so as to 
expose the growth vertically, which was then removed 
partially by evulsion with the fingers, and partly in 
fragments with forceps, It was found to be adherent to 
the periosteum of the palatine process of the superior 
maxillary bone, and quite a large section of this perios- 
teum was detached by torsion. There was considerable 
hemorrhage, which was readily arrested by compression. 
After the raw surfaces had been thoroughly scraped with 
the finger-nail, and freed from fragments and rough- 
nesses, they were submitted to energetic friction with 
small pieces of sponge saturated with undiluted lactic 
acid ; and were then left to themselves without stitching. 

Severe pain in the ear of the corresponding side was 
complained of immediately after the operation, and it con- 
tinued for some twelve or fifteen hours, Otherwise the 
patient was free from suffering and underwent a com- 
plete and rapid recovery from the operative procedure, 
the edges of the incision uniting as promptly as though 
they had been sutured. 

It is to be expected that there may be recurrent or 
consecutive sarcoma in this case, as ensues in almost all 
cases of the kind. Nevertheless, there is a prospect that 
this may not take place, inasmuch as the patient was 
healthy, and free from any apparent glandular involve- 
ment. 





1 Report to the Section on Otology and Laryngology of the 
College of Physicians of Philadelphia, December 20, 1893. 
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HOSPITAL NOTE. 


MULTIPLE DEVIATIONS OF BOTH LEGS IN A 
RHACHITIC CHILD; OSTEOTOMY OF FIVE 
BONES PERFORMED IN ONE 
SEANCE; RECOVERY. 


By CHARLES GREENE CUMSTON, B.M.S., M.D., 
OF BOSTON, MASS. ; 
STUDENT ASSOCIATE OF THE ROYAL ACADEMY OF MEDICINE IN IRELAND; 
SURGICAL ASSISTANT AT THE BUTINI HOSPITAL, GENEVA, 
SWITZERLAND. 


C. I., ten years of age, entered the Butini Hospital in 
November, 1890, The father had always been healthy. 
The mother had had nine children, of which the patient 
and a brother, fourteen years old, were the only ones 
living ; one child died at the age of eight years, from sup- 
purating glands in the neck; another at the age of three 
years, from pulmonary tuberculosis, while another, at the 
age of two and a half years, died in convulsions. The 
remaining four children were stillborn. The mother’s 
health has always been quite good until the birth of her 
last child (stillborn), about three years ago, which has 
left her an invalid, the disease probably being of a 
nervous nature, affecting the legs; the patellar reflexes 
are very much exaggerated, especially in the right leg, 
with great loss of strength in both limbs. : 

The patient, a little girl, was well developed at birth; 
she could walk when fifteen months old, but did not 
speak until three years of age, when, after a very 


- severe fright produced by a loud noise, she suddenly ex- 


claimed “ Mamma.”’ From this day she continued to 
talk, but ceased entirely to walk or run. At the time of 
her fright her legs were perfectly straight and well formed. 
As the child could no longer waik, she remained in bed 
for a period of three years, and it was during this time 
that the legs commenced to deviate. For the three years 
preceding the operation, that is to say, since 1887, she 
did not remain constantly in bed, because her parents 
forced her to get up and walk with the aid of crutches. 
When about nine years of age she had a cold abscess 
on the arm, which was opened, and the patient then went 
to Cannes for the purpose of taking sea-baths, in order 
to complete the cure for the abscess, When she returned 
home, after a stay of three months, she was so much 
improved that she could walk a little without crutches. 
However, soon after, the legs became still more deformed, 
and the patient, even with crutches, walked with great 
difficulty, and the parents now decided to have something 
radical done, 

On admission the thorax was slightly deformed, Above 
the nipples there existed an excavation in the thoracic 
frame; nodosities slightly pronounced on the costal 
epiphyses. Auscultation of the heart and lungs revealed 
nothing abnormal. The abdomen was normal. The 
head was large; the cranium squarely built, the parietal 
protuberances prominent, The teeth presented no signs 
of rhachitis, Both humeri were larger than normal. 
Over the left olecranon was seen an old cicatrix caused 
by the operation for the cold abscess. The submaxil- 
lary glands, and those of the left armpit were increased 
in size. Nothing was noted as to the skin; the sub- 





' Surgical Clinic of the Butini Hospital, Geneva, Switzerland. 
Service of Dr. Kummer. 





cutaneous tissue was well-developed, as also the muscles; 
the mucous membranes were of a healthy red. A cica- 
trix of a former spina ventosa existed on the fourth finger 
of the right hand, The urine was of a pale-yellow color, 
and transparent ; it was not rendered turbid by boiling; 
mixed with a solution of acetic acid, the gases produced 
by the formation of the carbonates were seen to escape, 
but no turbidity was produced, No albumin or sugar was 
present; the reaction was acid, the density 1o1o. Both 
legs were found to be greatly deviated, as is shown in 
Fig. 1. There was a very decided forward curve of both 
legs, and the right thigh was conspicuous. The curve of 
the ‘thigh took in about equally the entire femur, while 
the curve in the legs was localized in a most evident 
manner in the lower third of both tibia and fibula, The 
curve was slightly more pronounced on the right than 
on the left side. There also existed, but very much less 


FIG. 1. 





pronounced, an external curve in the legs, producing a 
genu valgum. Neither the tibio-tarsal nor the tibio- 
femoral epiphyses presented any pathologic condition, 
excepting that the circumference of the condyles of both 
femora were projecting and sharply defined. The dif- 
ferent articulations were normal, and the active and 
passive motions were preserved. The child walked 
with great difficulty, was obliged to support herself on 
crutches, was quickly fatigued, and without crutches she 
could only walk a few steps. 

The operation, performed November 18, 1890, con- 
sisted in an osteotomy of the tibia and fibula of both legs 
in their lower third, and an osteotomy of the right femur. 
Dr. Kummer proceeded in the following manner: An 
external incision was made over the lower third of the 
fibula, and then the finger was introduced between the 
extensor digitorum communis longus muscle and the 
peroneus brevis muscle, thus separating them, after 
which they were held apart by an assistant. The perl 
osteum of the fibula was then divided and peeled off the 
bone, and was pushed aside by an elevatorium placed 
on both sides of the fibula. The transverse division of 
the bone was accomplished by hammer and scissors. 
The hemorrhage was very slight ; the incision was closed 
by suture; silk being employed for closing this incision, 
and for all the others as well. The wound was then 
dressed with iodoform-gauze, over which was placed @ 
thick layer of gauze sterilized by steam under pressure. 
I would here remark that this is the customary dressing 
employed by Dr. Kummer in the greater part of his 
operations when infection is not to be feared. At the 
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same level, an incision was then made over the crest 
of the tibia; the skin, subcutaneous tissue, aponeurosis, 
and periosteum were divided. They were then held 
apart, and a cuneiform excision, with the base situated 
anteriorly, was made in the tibia. The angle opposite 
the base corresponded to the angle of flexion of the leg; 
consequently, after this cuneiform excision, the straighten- 
ing of the leg was attended with no difficulties, The in- 
cision was closed as already described. The same oper- 
ation was then performed on the other leg, and here also 
the straightening was very easily accomplished after the 
cuneiform excision had been made in the lower third of 
the tibia. Above the articulation of the right knee a 
linear osteotomy was then performed on the femur, It 
was executed after Macewen’s method, the only modi- 
fication being that the line of section was not transverse, 
but slightly oblique in the upward direction, and from 
the inner toward the outer side of the bone. The 
straightening of the thigh was very easy after this opera- 
tion, The hemorrhage was slight. A plaster-of-Paris 
dressing was then applied, completely covering the lower 
extremities from the toes to the pelvis inclusive. 

The sequel of the operation was perfectly simple. 
Once only, five days after the operation, the temperature 
rose to 38° C,, but declined afteran enema. The plaster- 
of-Paris dressing was allowed to remain until Decem- 
ber 28th (forty days), when it was removed, and perfect 
consolidation of the straightened bones was found to 
have taken place. Massage, baths and electricity were 
now commenced, The patient left the hospital perfectly 
cured on February 13, 1891, walking without crutches or 
a cane. She only had a slight deviation of the left leg 
in the sense of a genu valgum. 

We saw the child in February, 1892—that is to say, one 
year after leaving the hospital. Her mother tells us that 
the child has been doing well since the operation, and 
continues to walk without aid. She has been regularly 


FIG. 2. 


at school, a thing that was impossible before the opera- 
tion, The parents and the patient declare that they are 
thoroughly satisfied with the result of the operation. 
However, the child becomes tired a little more quickly 
than the average one of her age, and on examination we 
find that the left-sided genu valgum has slightly increased 





since leaving the hospital, while on the right side there 
also exists some genu valgum, although in a much less 
degree. On the other hand, the forward deviation of 
the legs, which was so pronounced before the operation, 
has absolutelely disappeared, (See Figs. 2 and 3.) The 


general health of the child has also improved consider- 
ably, this fact being easily explained by the exercise that 
the child has in the open air. 

I have put this case on record, thinking that it might 
be interesting as an osteotomy on five bones, performed 
in one séance, and cured at the end of six weeks bya 
single plaster-of-Paris dressing, without pain or fever, 
and with a good result, which is to all appearances a 
definitive one and is not common. 

My thanks are due to my friend Dr. Vallette, who had 
the kindness to take the second and third photographs. 


NEW INSTRUMENT. 
A NEW TONGUE-DEPRESSOR AND AW EAR- 
SCREW FOR THE REMOVAL OF 
FOREIGN BODIES. 


By LOUIS J. LAUTENBACH, M.D, Pu.D., 
OF PHILADELPHIA ; 
SURGEON TO THE PENNSYLVANIA EYE AND EAR INFIRMARY; CHIEF OF 
THE EYE CLINIC OF THE GERMAN HOSPITAL; THROAT AND NOSE 
PHYSICIAN TO THE ODD-FRLLOWS’ HOME, BTC. 


I. A NEW TONGUE: DEPRESSOR. 


CONSIDERING the unsatisfactory character of the many 
tongue-depressors in use, and the necessity for one that 
would combine all requirements and at the same time 
be cleanly, I devised such an instrument in 1875, 
the illustration of which is here given, It consists of 
a solid, smooth piece of German silver, 21.5 cm. long, 
3 cm. wide, and 1.5 mm. thick, The handle is 11 cm, 
and the tongue-support 3.5 cm. long, the two being con- 
nected by a band 7 mm. wide and 7 cm. in length. At 
the extremity of the spoon the metal is bent downward 
at an angle of about 135°. Usually the spoon-end is so 
fixed as to form an angle of 115° with the handle. This 
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angle can be readily varied if necessary, as the con- | Frank Lautenbach, while Assistant Professor of Physi- 
necting band bends easily. ology under Professor M. Schiff, at the University of 
The advantages possessed by this instrument over | Geneva, Switzerland. 
others are: its simplicity, in that it has no joints; its 
smooth, polished surface making it impossible for dirt 
and septic matter to collect; its light weight ; the quick- 
ness and ease with which it can be cleansed, as it can In the course of treatment of an old case of necrosis 
be either burned or boiled in a moment, and every part | of the middle ear, with two sinuses leading back of the 
be reached; its small size; the fact that when in use it | auricle, there was, as a resultant of the long-continued 
does not rest upon the teeth or lips of the patient, but | inflammation and consequent acrid discharge, a very 
gives its main support to the tongue at its extremity ; the | marked constriction of the external meatus. Within 
angle of the spoon—usually no other part of the spoon ex- | this constriction could be discerned polypi and masses 
erting any pressure—and it can be used in cases wherein | of granulation-tissue. Upon removing as much as pos- 
almost any other instrument occasions either a tendency | sible of these growths the diameter of the meatus was 
to retching or involuntary closing of the jaws. increased, but not sufficiently to thoroughly explore the 


2. A NEW INSTRUMENT FOR THE REMOVAL OF FOREIGN 
BODIES FROM THE EAR. 
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A new tongue-depressor. 


For rapid and careful work I have, as yet, not seen an ) middle ear, or enough to allow of the removal of all 
instrument that pleases me so well. The only objec- | the overgrowth of fibro-mucous tissue. In order to 
tion to it is the space it occupies in one’s satchel. This | make a more thorough exploration of the middle ear I 
is, however, obviated by straightening the instrument | resorted to the use of laminaria tents, and, later, of elm 
before packing and bending into shape again before | tents, to temporarily enlarge the meatus. On one occa- 
using it. I have never seen a jointed tongue-depressor | sion, when I was about to remove an elm tent with the 
that could be called clean. Many depressors are made | angular forceps, the patient gave his head a sudden twist 
with fenestre, which are often a disadvantage in that | and the tent disappeared in the middle-ear cavity (the 
they allow part of the tongue to protrude, and at the | membrana tympani and the chain of bones, of course, 
same time serve as receptacles for the collection of | being absent), and despite the use of tents in the meatus, 
various impurities, sufficient space for its removal could not be obtained. 

Rubber depressors become discolored, and conse- After the trial of various expedients, including the 
quently look unclean, and to look so is often as great | galvano-cautery, with the view of destroying the tent, or 
an objection as to be unclean. The metal depressor of | as much of it as possible, I at last devised (May 29, 
Cohen, unjointed and made of a single piece of metal, | 1893) an ear-screw, of which the actual size is repre- 














A new instrument for the removal of foreign bodies from the ear. 


I consider a most valuable instrument, but I find by | sented in the illustration, It will be observed that the 
practical experience that the bending of the tip of the | screw is a double-headed one, that is, a two-threaded 
tongue-end and the narrowing of all that part of the | screw; the pitch is considerable, and the threads pre- 
instrument between the handle and tongue in my de- | sent an angle forward; the posterior surface of each 
pressor, as well as the spoon-angle, are very important | thread is at right angles to the shaft. The screw and 
items. Again, being made of German silver, it is better | shaft are of hardened steel, the handle round and of 
than either a nickel-plate, steel, or brass instrument, the | ivory, allowing of easy revolution. 
nickel flaking off in the first; and itis better than silverin The slightest twist of the screw sends its two points into 
that it is more firm and rigid than an equal weight of | any substance ordinarily soft, such as wood or any vege 
that metal, while it is not acted upon by chemicals so | table structure. On account of its high pitch the screw 
readily, At the same time—not a minor consideration— | travels rapidly inward. After it has made its way into 
the cost is decidedly less. any substance it will not slip out, but will, when traction 
The instrument has, so far as I know, been used in | is exerted, either bring with it whatever is attached to it, 
this country to but a limited extent. In Europe, and | or tear out as much as the diameter of its threads, in 
especially in Geneva, Vienna, and Milan it is more gen- | consequence of the posterior surface of the thread being 
erally in use, having been brought to the attention of | at right angles to its shaft. : 
the profession there by my brother, the late Dr. B. Upon using this instrument I was at first successful io 
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tearing out only pieces of the tent, but after a sitting 
or two had the satisfaction of finding my screw firmly 
fixed in the swollen tent, and by gentle and persistent 
traction with a swinging motion, and enlarging of the 
meatus by an incision, succeeded in accomplishing its 
removal. 

The instrument having been devised, it is surprising 
how often it proves of use. By means of it I have since 
removed two beans and a shoe-button from the middle- 
ear cavity and a piece of wood and a shoe-button from 
the nasal chambers. 

For the removal of non-metallic foreign bodies from 
the middle ear I think it the most convenient and 
safest—in fact, with the exception of the forceps and 
syringe, the only instrument to be used. Before it is to 
be used the syringe will probably be employed, and this 
failing, then the screw may be tried. The forceps, on 
account of the room it takes in an already crowded 
space, is to be employed but rarely, often complicating 
the case by forcing the foreign body into a more inac- 
cessible position than the original one. 

For foreign bodies in the meatus, the syringe failing, 
the screw is to be used when the nature of the foreign 
substance admits of it: the forceps, in cases to which 
the screw is not adapted, and to a few cases in which we 
can be sure of its removal without incurring any danger 
to the membrane or the middle ear. 

Both instruments have been very carefully made for 
me by Lentz & Sons, of Philadelphia, and my thanks 
are here given to them for the careful carrying out of 
my instructions. 

1723 Watnut St. 
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A Mode of Controlling the Circulation through the Abdom- 
inal Aorta.—MACEWEN (Annals of Surgery, vol. xix, No, 
1, p. 1) details a method of controlling the circulation 
through the abdominal aorta that he has employed for 
more than fifteen years and found simple, always ready, 
easily applied, and efficient. The subject lying on his 
back, the assistant stands on the left, facing the patient's 
feet and in a line with the umbilicus. He then places 
his closed right hand upon the patient’s abdomen, a 
little to the left of the middle line, the knuckles of the 
index finger just touching the upper border of the 
umbilicus, so that the whole shut hand will embrace 
about three inches of the distal extremity of the aorta 
above its bifurcation. The assistant then stands upon 
his left foot, over which his right foot is crossed, resting 
upon the toes, and leans upon his right hand, thereby 
exercising the necessary amount of pressure. With the 
index finger of the assistant’s left hand the weight neces- 
sary for the purpose can easily be estimated by the 
effect produced upon the flow of blood through the 
common femoral at the brim of the pelvis. Whenever 
the flow of blood through the femorals is absolutely 
arrested the abdominal aorta is sufficiently controlled 
and no further weight ought to be applied. The pressure 
exercised can be varied at will by increasing or decreas- 
ing the angle that the assistant’s body makes with the 
floor. As the abdominal aorta sometimes bifurcates 
higher than usual, a trial of the effect of the pressure at 





the part selected ought to be made before the operation 
is commenced, testing the result of pressure upon both 
femorals. When both are equally controlled the bifur- 
cation occurs below the point pressed upon; when only 
one is controlled the hand requires to be placed on a 
more proximal part. As there is no direct muscular 
effort required in maintaining the pressure, further than 
the preservation of the equilibrium, the position can be 
maintained by the assistant without undue strain on 
his part, and without shifting his hand for at least half 
an hour, a time amply sufficient for the performance of 
most operations requiring the control of the circulation 
through the abdominal aorta. Among the conditions in 
the course of which this procedure has been employed 
are disarticulations at the hip-joint, amputations at the 
upper third of the femur, large pelvic vascular tumors, 
intra-pelvic hemorrhage, and traumatic hemorrhage from 
the external iliacs ; in all, the control of the circulation 
was absolute, Inthe amputations of the hip none of the 
patients lost from the proximal side of the cut vessels 
more than a couple of ounces of blood, and that only 
from the oozing of the general surface ; there was no loss 
from the main vessels. In amputations, also, after the 
main vessels were ligated the assistant could, by a slight 
momentary relaxation of the pressure, “show” the 
position of any hidden or retracted vessel without 
altering the position of the hand relatively to the aorta. 
This form of pressure would be equally valuable for 
uterine hemorrhage. The pressure is, as a rule, fol- 
lowed by no discomfort. Should violent vomiting or 
coughing occur in the course of the compression the 
pressure would have to be increased, as otherwise the 
abdominal muscles might during the strain elevate the 
hand from the aorta. In case of vomiting, the operation 
might be interrupted for a few minutes while local pres- 
sure is applied. 


Basal Drainage for Chronic Hydrocephalus, — PARKIN 
(Lancet, No. 3664, p. 1244) has reported a case of 
chronic hydrocephalus in a child, eleven months old, in 
which relief of threatening symptoms was afforded by 
drainage of cerebro-spinal fluid. The infant had a 
large head, the greatest circumference of which was 
seventeen and a half inches. The temporal fossz were 
obliterated; the anterior fontanel was large and the 
membrane covering it was tense. There was marked 
separation of the two halves of the frontal bone, and to 
a less degree of the parietal bones. The eyes were 
prominent and the sclerotics were visible above the 
pupils. The child was fairly intelligent for its age and 
had had no convulsion, although it was always restless 
and irritable. Sight and hearing were good. There 
was a history of tuberculosis in the families of both 
parents. The enlargement of the head had been 
noticed from the age of five months, and had been 
gradually progressive, There was no history of syphilis. 
The child was treated with mercury and chalk, and 
later with potassic iodid and ferric iodid. In the course 
of three months the circumference of the head had 
increased to eighteen and a half inches, and the general 
condition of the child was worse; it took little or no 
notice of anything and frequently vomited; it lay per- 
fectly quiet in bed, not moving its limbs or uttering the 
least cry, even when taken up roughly and shaken 
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violently from side to side. The eyes were open and 
staring and the head was retracted. Food was taken 


badly and vomiting occurred thrice in twenty-four | 
' cent. solution of the salt was injected to represent from 


hours, The pulse was 84. The anterior fontanel was 
hard and no pulsation was felt through it. A little 
chloroform was given and the under surface of the 
cerebellum was exposed about one inch below the 
superior curved line of the occipital bone and half an 
inch to the right of the middle line. The bone was 
easily gouged away, exposing the tense dura mater. 
After incision of the latter a few drops of fluid came 
away, but the passage of the probe into the sub-arachnoid 
space, with gentle raising of the cerebellum, allowed 
the escape of clear cerebro-spinal fluid. A horsehair 
drain was inserted into the sub-arachnoid space and was 
brought out at the inner end of the wound, which was 
closed with a continuous suture. On the following day 
the condition of the child was most satisfactory. The 
eyes were opened intelligently and no part of the 
sclerotics was visible above the pupils. The anterior 
fontanel was soft and pulsatile. The child moved its 
limbs about and recognized its mother. The wound 
healed by primary union. The drainage, though never 
very abundant, was sufficient to keep the intra-cranial 
tension low, as indicated by the softness of the anterior 
fontanel. The horsehair drain was removed eighteen 
days after the operation, no fluid having come away for 
three days. The improvement was continuous and per- 
sistent, and after the lapse of three months there was no 
indication of recurrence. - 


The Radical Cure of Hernia.—In a discussion upon the 
radical cure of hernia, held at the recent meeting of the 
British Medical Association, PARKER (British Medical 
Journal, No. 1715, p. 1037) took the ground that the 
radical cure of inguinal hernia in childhood and infancy 
can be attained with ease, almost as a matter of certainty, 
and that operation should be urged when the disease 
exists at this time of life. The cure of inguinal and 
femoral herniz in men and women is considered attain- 
able in the large majority of cases, the exceptions being 
sometimes the large herniz,'at other times the small. 
Macewen’s operation is held to be the best for inguinal 
and femoral herniz at all periods of life. Umbilical 
hernia in adults is thought to be capable of radical cure, 
in a proportion, however, much below that of success in 
femoral and inguinal, and far short of the requirements 
of many of the cases. The radical cure is further be- 
lieved, as a rule, to be applicable to strangulated and 
unstrangulated herniz alike, 
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Magnesium Sulfate Hypodermatically as a Purgative.— 
From advance sheets of the Ninety-sixth Annual 
Report of the Maryland Hospital for the Insane we 
learn that, upon the suggestion of the superintendent, Dr. 
Rohé,one of the assistant physicians, DR. J. PERCY WADE, 
has made a study of the purgative action of magnesium 


sulfate injected subcutaneously. For this purpose 
forty-six patients were selected, who suffered from 
habitual constipation and required from two to three 
ounces of a saturated solution of magnesium sulfate to 





induce one or more free movements of the bowels, 
With a hypodermatic syringe, having a capacity of two 
drams, and properly sterilized, sufficient of a two per 


1.86 to 4.5 grains. It was found that small doses acted 
as efficiently as large doses, and that one small dose 
followed in a short time by a second small dose proved 
more effective than a single large dose. The injections 
were made on the outer aspect of the left arm, midway 
between the elbow and the shoulder, and caused no un- 
pleasant local or constitutional sequelz. One hundred 
injections were made in all, successfully sixty-seven 
times and unsuccessfully thirty-three, Fifty-three times 
a single evacuation of the bowels was induced; ten 
times, two movements, In two cases of melancholia 
with habitual constipation that resisted nearly all purga- 
tives the injections were absolutely futile. The shortest 
interval that elapsed between the giving of the injection 
and the evacuation of the bowels was three hours, the 
longest fourteen hours, the average seven. The subcu- 
taneous injection of magnesium sulfate to. induce pur- 
gation would seem indicated in case of gastritis, when a 
purgative is required and the stomach rebels; in abdom- 
inal surgery, when the administration of a purgative by 
the mouth would be likely to cause‘ vomiting ; and in 
cases in which consciousness has been lost and swallow- 
ing is not possible. 


To Render Cocain-anesthesia safe, GAUTIER (Gaz. des 
Hop.,; Wiener med. Presse, No. 47) recommends the 
conjoined employment of trinitrin. Of the following 
solution, 15 minims may be injected subcutaneously : 


R.—Cocainz hydrochloratis gr. iij. 
Liquor nitroglycerin. (I per ct.) . _gtt. x. 
- Aquze destillat. fZijss.—M. 


Tuomas (Rev. de Laryng.) has employed the follow- 
ing formula by topical application to the pharynx and 
larynx for the production of local anesthesia : 

R..—Cocainz hydrochlorat. gr. xlviij. 

Liquor nitroglycerin. (1 perct.) . 3ijss. 
Aque destillat. . £3j.—M. 

The feeling of dryness that ordinarily follows topical 
applications of cocain is said not to follow upon the use. 
of this solution, while the anesthetic and vaso-constrin- 
gent action seems not to be diminished. 


A Carbonated Laxative.— 

k.—Sodii phosphat. 
Aque destil, . 
Syrup. simplicis 
Tinct. limonis 
Acid, citric. i 
Sodii bicarbonat. 

S.—Two tablespoonfuls, or more, as required. 

Pau, Les Nouv. Rem., No. 23. 


3). 
fZx. 
fZij. 
gtt. xxv. 


aa 3ss.—M. 


For Pruritus.— 
R.—Acid. carbolic. 
Liq. potasse . 
Olei lini . 
Ft. linimentum. 
S.—Apply with a soft cloth. 
Practitioner, No, 306. 
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THE INFECTIOUSNESS OF PULMONARY 
TUBERCULOSIS. 

It is best, perhaps, to speak of the infectiousness 
of tuberculosis, and for the present to leave the 
question of contagion aside. The terms ‘‘ infection ”’ 
and ‘‘ contagion ’’ are, indeed, interchangeable ; but 
the first expresses a remote, the latter an immediate 
contingency. Besides, the first is the most usual way 
in which the disease is transmitted. It is true there 
are instances of its direct transmission by contact, 
but then these are, for the most part, affections of 
exterior parts, of the joints, skin, eyes, etc. With 
such cases we are not in this paper particularly 
concerned, yet they should be remembered as show- 
ing tuberculosis in an important and significant 
light. 

Of the infectiousness of tuberculosis of the lungs, 
a disease, as Dr. CoRNET well observes, that main- 
tains no strongly-marked definite type, but shows 
variations within wide limits, there is now no longer 
any reasonable doubt. It is perhaps true that pul 
monary tuberculosis is not so intensely infectious as 
is smallpox, or diphtheria, or scarlet fever. We 
might say, with a not too violent perversion of a 
classic metaphor, that it is parasétically infectious— 
that is, it flourishes most in the company of other 
diseases (and under these conditions really assumes 





the severity of an infectious disease), and on a soil 
specially prepared for it. It is at this point that 
hereditary predisposition becomes so mysteriously 
and characteristically important. And as to the first 
part of our proposition, namely, that tuberculosis of 
the lungs requires the alliance of other diseases, or, to 
speak more accurately, other morbific germs, to make 
its contagion effective, we must cite a profound and 
suggestive paper by Dr. Cornet, which he entitles 
‘* Mischinfektion,’’ wherein he shows that the 
numerous family of the saprophytes are the active 
allies of the tubercle-bacillus and that their ravages 
lead to those rapidly fatal cases of pulmonary tuber- 
culosis, to the formation of cavities, etc. Another 
excellent authority, Dr. BENNET, while he admits 
the infectiousness of tuberculosis, denies that it is 
infectious, except in ‘‘ pre-breathed ’’ air—a useful 
phrase, of much descriptive truth, which may be 
left to explain itself. — 

At this point we cannot do better than examine 
critically some of the typical cases of infection. 
A and B live together—man and wife. A becomes 
tuberculous; B nurses him. Several months pass 
by and A dies. Proximately B too dies of tuber- 
culosis. In this case the presumption of infection 
or contagion is justly held to be very strong, and 
although there is here no direct proof of the trans- 
mission .of tuberculosis, yet we are justified in 
believing that the disease has really been com- 
municated by A to B, for B’s conditions, as we shall 
endeavor to show, were just those under which this 
kind of contagion becomes effective. An even 
better instance is the following, to be found in the 
appendix of Mr. G. A. Heron’s book on the 
Communicability of Consumption. ‘‘OGSTEN re- 
cords the case of a healthy family of ten persons 
without hereditary taint. A son contracted con- 
sumption abroad and returned home to be nursed. 
His two sisters nursed him, while a brother shared his 
roomand bed. These three and the patient all died 
of consumption. The parents and the four surviving 
sons remained healthy.’’* We look upon this case as 
particularly strong in favor of the infection-theory. 
It is scarcely possible not to believe that the brother 
and sisters were helped to their malady, if not 
actually infected, by the patient. Here, as in all 
other examples, there are these characteristics to be 
noted: First, that the infection exists amid condi- 
tions that augment its virulence. Thus we see that 





1 British Medical Journal, 1884, vol. ii. 
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an atmosphere which contains the bacillus and 
the saprophytes together—an atmosphere, as Dr. 
BENNET excellently terms it, of pre-dreathed air, 
pre-breathed by tuberculous persons, of course— 
is the one that carries with it the most effective 
contagion. Secondly, there is commonly some very 
close relation between the carrier and the recipient 
of the poison, between the person that infects and 
the one that is infected—a relation like that of hus- 
band and wife, patient and nurse—of such a kind 
that the healthy person is kept in constant attend- 
ance on the other, so that there must be frequent 
imbibitions of the poison, cortinual inoculations, so 
to speak, which at last have their effect. In sober 
truth, it is this constancy and closeness of relation, 
this uniformity in the condition, this unvarying 
danger, that forms a set of conditions from which 
it is difficult to escape with impunity. 

That such are the conditions in which the 
tuberculous infection is paramount may be suffi- 
ciently seen from the first typical case that we 
quoted. It is profoundly significant, too, that pul- 
monary tuberculosis is more oiten communicated 
by the husband to the wife than by the wife to the 
husband. In Mr. HERon’s appendix we find fifteen 
of such cases described, and in thirteen the infec- 
tion came from the husband, and in two from 
the wife. The reason must be that the wife, having, 
as a rule, no occupation abroad, is more constantly 
in the sick-room, in the midst of the infection, let 
us say, whereas the husband has his business and his 
avocations to call him away. In support of these 
views, we may be pardoned if we cite another typi- 
cal instance of infection, an instance hardly suscep- 
tible of twoexplanations, as most cases unfortunately 
are: ‘‘A healthy young military officer, without 
hereditary taint, whose wife was in the last stage of 
consumption, took with her a sea-voyage lasting 
four months. On account of bad weather they were 
confined very much to their cabin, which was small 
and badly ventilated. On their arrival in London 
the wife died, and the husband showed the first 
signs of consumption.’’ It is scarcely possible to 
find any better instance to illustrate the conditions 
of a true case of infection. 

One notion of an infectious disease is that of 
a contagion which spreads rapidly at a rate above 
the mean, and never changes its epidemic form. 
By an endemic disease we understand one that 
always resides in the community. In this sense 
pulmonary tuberculosis is undoubtedly an endemic 





disease. But it never, or seldom, spreads at a 
rate above the mean. M. ArTHAuD,' indeed, has 
described four instances in which it has appar- 
ently assumed the severity and gravity of virulent 
contagion. His best example is to the following 
purpose: ‘‘A merchant of Paris asked me to attend 
his phthisical son. On inquiry I found that this 
lad, aged seven years, was in the habit of playing 
in his father’s counting-house, where there was a 
tuberculous employé who expectorated profusely 
on the floor. After the son I subsequently attended 
the father, and then the grandfather. Of this 
family the mother alone, who never appeared at the 
counting-house, remained healthy.’’ There was, 
we doubt not, a close connection between the 
cases M. ARTHAUD observed, a connection which 
points to a real danger, and which assuredly 
demonstrates that regular measures of prophylaxis 
should be enforced in any community or domicile 
which becomes evidently the seat of contagion. 
In addition to such evidence, the frequency of pul- 
monary tuberculosis among the Catholic Nursing 
Orders of Prussia has always been regarded as an 
instance of true infection, and one worthy of the 
gravest attention. For the convent-life of the 
nurses, its uniformity, its isolation, together with the 
fact that none is admitted but the robust, and that 
sixty-three per cent. die of pulmonary tuberculosis, 
form aset of conditions that, as we have endeavored 
to show, we hope not fancifully but on good evi- 
dence, change this disease when it exists—it might 
be only in a latent condition—into an infectious 
form. 

There are, however, cases in which the foregoing 
conditions are not evident, and only the possibility. 
of acquiring the disease apparently remains. Such 
a case is the following: A, in whom no hered- 
itary taint was discovered, died at the age of 
fifty-eight, of tuberculosis of the lungs, after an 
illness of four years. His father, mother, and only 
sister died (but not of tuberculosis), aged respectively 
eighty-seven, seventy-one, and seventy-seven years. 
RIFFEL’, who quotes this case, had unexampled oppor- 
tunities to study A’s antecedents back through two 
hundred years. He asserts that he could not have 
been infected at home, or in any intercourse without, 
for the patient in question led a perfectly uniform 





1 Annales de la Policlinic de Paris, 1892, p. 49. 
2 Mittheilungen iiber die Erblichkeit und Infektiositit der 
Schwindsucht, Braunschweig, 1892, p. 166. 
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life in his native village, and never stirred from 
thence. In what sense, then, can this be called a 
case of infection, or is there any infection here? 
Mr. HERON, a radical thinker on this subject, at- 
tributes such cases to some hereditary tendency 
toward tuberculous disease. He cites a case,' of a 
family of eight persons, of which seven died of pul- 
monary tuberculosis, but these seven people were so 
far removed from each other that there could not 
possibly have been any connection between these 
cases, as there would have been if infection were 
the cause. 

It will thus be seen that our conceptions of the in- 
fectiousness or the contagiousness of a given disease 
will depend upon our interpretation of these words, 
and upon this subject we may have more to say at 
another time. 


THE OPERATIVE TREATMENT OF AKROMEGALY. 


ALTHOUGH our knowledge of the symptom-com- 
plex first described by Marie, and by him given the 
descriptive name of akromegaly, is of comparatively 
recent date, the clinical picture has. become a per- 
fectly well defined and familiar one. Our knowl- 
edge of the pathology of the affection, however, is 
much less certain. The only lesion that has been 
found to which a causative influence could be attrib- 
uted is hyperplasia, or other enlargement, of the 
apophysis cerebri, the pituitary body; but this 
lesion has been by no means constant. In some 
cases changes in the thyroid gland have been pres- 
ent, sometimes hyperplasia, sometimes atrophy. 
The more characteristic anatomic changes consist 
in a hyperplasia of the tissues that originate from 
the mesoblast, 7. ¢., those of the connective-tissue 
group: bone, cartilage, areolar tissue. Therapeu- 
tically little or nothing has thus far been accom- 
plished. In the absence of a definite pathology the 
treatment has been symptomatic and empiric. In 
a few cases, upon the basis of a functional relation- 
ship between the thyroid gland and the pituitary 
body, extract of thyroid gland has been adminis- 
tered, but without encouraging results. 

In the face of this hopelessness of the prognosis, 
and in view of the boldness and, we may add, the 
precision of modern cerebral surgery, respectful 
consideration should be given to any proposition 
calculated to bring relief by operative interference 
in cases in which it can be definitely determined 
that the pituitary body is enlarged, and that threat- 





' Evidences of the Communicability of Consumption, p. 112. 





ening symptoms arise as the result of the com- 
pression of adjacent structures to which this enlarge- 
ment gives rise. Such a procedure has actually 
been undertaken in a case reported in a recent 
number of the British Medical Journal (No. 1722, 
p. 1421) by Dr. RicHarp Caton, Honorary Phy- 
sician to the Liverpool Royal Infirmary, unfortu- 
nately, however, with a fatal outcome, although the 
patient lived for three month: after the operation, 
and was relieved of the intense pain from which she 
had previously suffered. The case was, briefly, that 
of a married woman, thirty-three years old, who 
presented the classic train of symptoms of akro- 
megaly. Those peculiar to the case consisted of 
pain in the distribution of the left facial nerve and 
some loss of sensibility over the left half of the 
lower jaw; degenerative changes took place in the 
optic papille, with loss of sight, and hearing was 
also lost; late in the history of the case albumin 
appeared in the urine from time to time. When it 
became evident that there existed intra-cranial 
pressure, operative interference was proposed, but 
was not acquiesced in by the friends of the patient. 
At a later date, however, the necessary consent was 
obtained. The opinion of Mr. Victor HorsLey 
was secured, who agreed to the propriety of oper- 
ation, which was undertaken by Mr. F. T. PAut, 
Honorary Surgeon to the Infirmary. 

Although the removal of the tumor at this time 
was not considered feasible, it was hoped that by 
making an opening in the skull and relieving the 
intracranial pressure, the intense pain could be 
relieved, and that by making this opening in a 
suitable position it could, if desired, be subse- 
quently enlarged and the removal of the pituitary 
body undertaken. As the right eye was useless, it 
was decided that the bones forming the anterior 
portion of the right temporal fossa should be re- 
moved at the first operation, and if at that time or 
subsequently any attempt were made to remove the 
tumor, the right orbit should be emptied and the 
aperture in the skull enlarged by the removal of its 
outer wall. The dura at once bulged into the 
opening as soon as three or four square inches of 
its surface had been exposed ; and no pulsation of 
the brain could be discerned. Some vessels in the 
dura oozed pretty freely, and as this bleeding was 
unaffected by irrigation with hot water a soft, new, 
sterilized sponge was laid in the wound and covered 
by the flap, and the site of operation dressed with 
iodoform, cyanid-gauze, and salicylated wool. The 
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sponge was removed on the following day and the 
flap placed in position. The wound never closed 
entirely, but, as already stated, the patient was re- 
lieved of her previous intense suffering, and lived 
for three months. At no time was her condition 
considered suitable for the more severe operation. 

Upon post-mortem examination the pituitary 
body was found to be as large as a Tangerine orange, 
projecting half an inch above the level of the lesser 
wings of the sphenoid bone. Microscopic exami- 
nation demonstrated the existence of a new growth, 
presenting the histologic structure of a round-celled 
sarcoma. The optic chiasm and the adjacent por- 
tions of the optic nerves were flatted, but not in- 
volved in the growth. The sella Turcica measured 
one and one-half inches antero-posteriorly, one and 
one-third inches transversely, and one-half inch in 
height. Of course, the unfortunate outcome of the 
case is to be regretted, but this lay in the nature of 
the case itself rather than in a failure of the opera- 
tion or of the principles on which it was based. 
Whether or not more could have been accomplished 
had the operation been consented to and undertaken 
earlier must remain a matter of doubt. At any rate 
the lesson is an instructive one; and in future the 
propriety of operation in selected cases of akro- 
megaly should receive due consideration. 


EDITORIAL COMMENTS. 


The State Board of Medical Examiners.—It is announced 
that Governor Pattison has selected from the membership 
list of the State Medical Society the following gentlemen 
as members of the Pennsylvania State Board of Medical 
Examiners, representing the regular medical profession : 
H. G. McCormick, of Williamsport, for three years ; 
Henry Beates, Jr., of Philadelphia, for three years ; W. 
J. R. Kline, of Greensburg, for three years; A. R. Hul- 
sizer, of Philadelphia, for two years; N. S. Foster, of 
Pittsburg, for two years ; J. E. Silliman, of Erie, for one 
year; and Samuel W. Latta, of Philadelphia, for one 
year. The President of this Board, together with the 
Presidents of a Board of Homeopathists and a Board of 
Eclectics, the Lieutenant-Governor,the Attorney: General, 
the Secretary of Internal Affairs, and the President of the 
State Board of Health, constitutes a Medical Council, to 
which will be submitted the questions proposed to be 
asked applicants for license to practise medicine in the 
State of Pennsylvania ; and from these the Council will 
select the questions to be asked, except in the depart- 
ments of materia medica, therapeutics, and practice of 
medicine. The Council will meet twice a year and su- 
pervise the examinations of the State Boards, and issue 
to the successful applicants licenses to practise medicine 
and surgery. The first meeting of the Examining Boards 
will be held on the first Tuesday of April. Successful 


candidates must further register in the respective counties 
in which they propose to practise. Applicants who will 
receive their medical degrees after July, 1894, must have 
attended at least three courses of lectures in-some legally 
incorporated medical college, and after July, 1895, attend- 
ance upon at least four courses of lectures will be required. 
An applicant who fails in the first examination may again 
be examined after the lapse of a period of not less than 
six months or more than two years. Physicians licensed 
in other States, in which the standard of requirements is 
substantially the same as in Pennsylvania, will be en- 
titled to a license without further examination. The new 
legislation does not affect physicians already regularly 
registered ; nor does it apply to physicians from other 
States called in consultation with registered physicians 
in this State. Pitiful as must be the tacit admission by 
those who may not have thought seriously upon the sub- 
ject, that there can be more than one kind of medicine 
and one kind of physician, it is still a source of con- 
gratulation that at least the worst forms of incompetence 
and downright quackery will no longer find the soil 
of Pennsylvania adapted for their propagation. At the 
same time an irresistible impulse has been given to 
the movement for higher medical education, inasmuch 
as all medical colleges that hope to have their pupils 
receive recognition in the Commonwealth must main- 
tain a definite standard, and lengthen their course of 
study to at least four years. 


A Legal Dispensary.—The novelty of a legal dispensary 
based upon the same general principle as the medical 
dispensary, has been organized by the students: of the 
Law School of the University of Pennsylvania. As far 
as can be learned the institution is the first of its kind 
established in this country in connection with a law school. 
For the present, services are to be held twice a week 
in the evening, and will be available to all persons that 
have been wronged and seek redress by legal means, 
but are unable from poverty to retain a lawyer in the 
ordinary way. No charge is made for services, but if a 
case is taken into court the client must pay the actual 
costs for papers, minor services, and the like. It is said 
that the idea of the dispensary was suggested by a re- 
flection cast upon the legal profession in an address 
upon medical ethics by Dr. Weir Mitchell by the inquiry 
“Who ever heard of a law hospital?’’ In a lecture 
delivered in Philadelphia some two years ago by Dr. 
Gould, among other things, it was said: ‘‘ Every hos- 
pital of the land is carried on by the unpaid labor of 
physicians. Is there ove great institution, or one ever so 
little institution, where poor folks can go and get legal 
advice, counsel, and help gratis?”’ Properly conducted, 
the new dispensary should prove doubly beneficial and 
must be considered a distinct ethical advance. 


Microphotograph and Photomicrograph.—There is a lack 
of clearness as to the definitions and in the use of these 
two terms. Etymologically the term microphotograph 
should mean a small photograph. There is nothing in 
the formation of the word implying that the object pho- 
tographed is either small or large, but in most cases the 
object is of microscopic size. It is manifestly absurd, 
as has been done, to force the word to stand for “an 





enlarged photograph of a microscopic object,” as the 
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prefix micro- forbids that. On the other hand, the word 
photomicrograph etymologically authorizes the definition, 
a photograph of a small or microscopic object. Here 
again there is nothing in the formation of the word im- 
plying anything as to the size of the photograph, though 
it is also usual that the photograph is made with a 
microscope, and of sufficient size for observation with 
the nakéd eye. In German and French usage the term 
microphotograph is almost the only one used—evidently 
a loose custom, that does not permit of making an im- 
portant distinction in the facts, English and American 
scholars have long recognized the necessity of both dis- 
tinctions, which is summed up by Dr. Mercer in this 
way : ‘‘A photomicrograph is a macroscopic photograph 
of a microscopic object ; a microphotograph is a micro- 
scopic photograph of a macroscopic object.” 


A National Bureau of Health—If present indications 
lead aright the long-deferred organization of a National 
Bureau of Health will soon be a reality. The people 
seem to have awakened to the necessities of the case, 
and prompt action may be expected, The proposed 
measure has received the indorsement of nearly every 
medical society in the country and has encountered no 
real antagonism, and large numbers of petitions have 
been presented in its favor, The only fear is that the 
legislation may be pushed aside by other less important 
matters. It is to be hoped, however, that the agitation 
will be kept up until the bill that is now before both 
houses of Congress has been finally passed. It is be- 
lieved that the President, the Secretary of the Treasury, 
and administration officials generally are favorably dis- 
posed toward the bill. The President, in his annual 
message to Congress, strongly recommended additional 
safeguards for the public health such as are proposed by 
this measure, 


SELECTIONS. 


HOSPITALS AND THE PROFESSION. 


I UNDERSTAND that some two millions of people in 
London receive medicine and medical attendance gra- 
tuitously per annum, and I do not doubt that the propor- 
tion is not less in this city. It is a favorite argument 
that the number of practitioners has not much increased 
during the past thirty years, while the population has 
enormously increased, and thus encouragement is given 
to the young physician. But for one person treated 
gratuitously thirty years ago, there must be now ten 
who receive medicine and medical attendance on this 
condition. I state it with some humiliation, and as 
showing somewhat the reverse side of the beatific pic- 
ture, that any number of highly educated practitioners 
are willing to take and compete for medical-club ap- 
pointments for the paltry sum of two shillings six pence 
per annum for medicine (so-called) and medical atten- 
dance. Eliminate the class of people quite able to pay 
this paltry sum for this boon, and it surely must dimin- 
ish the number entitled to free medical attendance and 
medicine apart from the State, I go further, and maintain 
that the individual who cannot lay aside from his earnings 
two shillings six pence per annum for such a contingency 
as medical attendance and medicine is ifso facto a 





pauper, and ought not to be ashamed to be treated as 
such, Any man in receipt of anything over from twenty 
to twenty-five shillings per week, who receives medical 
treatment gratuitously, is thereby demoralized, and the 
profession is being robbed by any agency, call it what 
you like, that panders to him in this direction. Surely 
an income of even ten shillings per week can afford two 
shillings six pence per annum for medical attendance. 
Neyer having held a club appointment, I am free to con- 
fess that I see nothing wrong in the club system ; it is 
the principle on which life and other assurance is based, 
and it is infinitely better to combine for anything than 
to accept gratuitously that which ought to be honorably 
paid for. It is at this point that the hospital and the 
younger and poorer practitioners come in conflict, and 
the hospital being the stronger, the practitioner comes 
off second best in the struggle. 

Who, then, is to blame for the penny, the threepenny, 
and the sixpenny dispensary system so rampant in Lon- 
don, and which I certainly regard as an undoubted pro- 
fessional humiliation? But if the value of medical ser- 
vices is estimated by what is paid for them, is threepenny 
advice not infinitely better than that for which nothing 
at all is paid? The fact is this, Guy’s Hospital physicians 
and surgeons, and the physicians and surgeons of all 
large hospitals, give their advice for nothing or next to 
nothing, and thus rob the junior, seeing that by so doing 
they are enabled to get enormous fees from the wealthier 
sections of the community. But is there any exclusive 
right so to do vested in any portion of the profession ? 
Has one man not as good a right as another to treat 
poor people, and thus get experience and reputation, 
and consequently material advantage? To the former 
of these questions my answer is an emphatic No; to the 
latter an equally emphatic Yes. This, and this alone, is 
the raison d'étre of the ever-increasing number of our 
hospitals and special institutions. —PROFESSOR D. CAmP- 
BELL BLACK, /naugural Address, Anderson's College, 
Glasgow, Scotland. 


SANITARY REFORM. 


THE labors of the true sanitary reformer lie in four 
directions : 

1. In an endeavor to understand simply the nature 
of diseases, their alliances, their true distinctive char- 
acters, the modifications to which the body is subjected 
under the influence of diseased action, and the chemical 
or physical measures best adapted for the removal and 
prevention of disease. Labors of this kind require the 
highest order of medical intellect; they are altogether 
removed from the business of the mere politician ; and 
they imply in him who prosecutes them a mind fully 
charged with all the modern doctrines of chemistry, 
physics, and the laws of life. These labors tend to 
lead the mind from effects back to causes. 

2. In an endeavor to seek out primarily the causes of 
diseases, irrespective of the symptoms and the other 
details involved in the consideration of the diseases 
themselves. Efforts in this line of research should em- 
brace observations conducted on a large scale, and 
bearing on the effects of locality, climate, season, me- 
teorology, contagion, habit, diet, and occupation, in so 
far as they give rise to distinctive types of disease. 
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3. In striving to make accessible to all classes of so- 
ciety the vast stores of information already acquired in 
regard to the two forms of inquiry noted; and in 
having them scientifically popularized and diligently 
taught, especially amongst the child-population, 

4. In giving free scope and encouragement to those 
mechanical arts which tend to improve the beauty and 
convenience of towns and cities; in lessening muscular 
labor; in increasing the comforts of the poor man’s 
home; and in instituting such an elevated class of 
amusements and occupations for leisure moments as 
shall make the heart happy and the mind healthy. 

In these offerings to reason and knowledge lies the 
one and true e/ixir vite, the beginning and the end of 
sanitary science. 

Principles ignored, all else is practically mere dilet- 
tanteism, mere playing with details of principles, the 
principles themselves being undeveloped—a common 
error. Right honorable and honorable gentlemen may 
debate in the senate-house, may sit on committees 
of inquiry, publish tons weight of blue-books, and invest 
magistrates with new powers; but the mortality-tables 
of the Registrars-General will continue to tell how little 
can be done until a new educational impulse is given to 
the people, leading to personal health, to health of the 
whole community, springing from health in the unit of 
that community—Dr. B. W. RICHARDSON, iz Zhe 
Asclepiad., 


CORRESPONDENCE. 


TWO FURTHER SUGGESTIONS FOR THE 
RELIEF OF INGROWING TOE-NAIL. 


To the Editor of Tuk MeEpicat News, 


Sir: On page 622 of the last volume of your valuable 
able journal (November 25, 1893) there is published a 
clinical lecture of mine concerning ingrowing toe-nails, 
and varoius other lesions of the toes and feet. Among 
other methods of treating ingrowing nails which I there 
mentioned was one of excision of a piece from the side of 
the toe in such a way that cicatricial contraction would 
draw the redundant tissue away from the nail, pressure 
being thus obviated. I stated that this method was first 


suggested by a charlatan, and being found good had been. 


adopted in the general practice. 

A little while ago I received a letter from Dr. George 
W. Gay, of Boston, in which with a little good-natured 
chaffing he asked me to give my authority for this state- 
ment, saying also that the method had been advised and 
published by Dr, Cutting. Being averse to casting the 
slightest implication upon so worthy a practitioner as 
Dr. Cutting, I ask you to give me space to say, as I did 
personally to Dr, Gay, that the statement was quoted 
from one which I often heard during my instruction 
eighteen or twenty years ago in the Chicago Medical 
College, when I was under the surgical tutelage of Dr. 
Edmond Andrews. That statement was certainly made 
long before Dr. Cutting wrote his article for the Refer- 
ence Handbook, but I am unable now to do more than 
make my apologies to Dr. Cutting, in case he or any- 
one should construe the published remarks to refer in 
any way to himself. I am the more glad to be able to 
do this because I think the method a good and sensible 





one, and prefer to regard it as coming from legitimate 
sources rather than from the brain of a charlatan. 

To my surprise my remarks, as noted in your journal, 
brought me several other communications from gentle- 
men whom I esteem, concerning methods of treating 
this most exasperating little condition. In this way 
there have been suggested to me two methods which I 
have not personally employed or known of, but which 
I think are well worthy of publication. My first letter 
was from Dr. M. A. Veeder, of Lyons, N. Y. He says: 
“There is a plan that I have devised and employed for 
ten years past which answers very well in the ordinary 
run of cases of this disorder, and likewise in certain 
forms of onychia. It consists simply in cutting a piece 
of ordinary felt plaster, sold for use in cases of corns or 
bunions, so as to be the exact size and shape of the nail 
about which the ulceration is located. The bit of plaster 
thus shaped and fitted to the nail is to be firmly attached 
thereto, so as to press aside the overlapping granulations 
from off the nail. By holding it in this position a 
minute or two, until it dries and adheres firmly to the 
nail, it becomes strongly fastened and will stand con- 
siderable rough usage, but as an additional security I 
wrap a strip of isinglass plaster three or four times 
around the toe, including the felt. If properly applied 
the relief is immediate, and the cure is complete as soon 
as the thinned and jagged edge of the nail underlying 
the granulation has grown out to its normal size. I have 
made a note of this method in one or two medical jour- 
nals, but no attention has been paid to it except on the 
part of those to whom it has been personally explained 
or demonstrated.” 

Another letter was recently received from Dr. Bogman 
of Zanesville, O., who writes regarding his own method. 
He says: ‘ My maternal grandmother, both parents, and 
all the children, had ingrowing toe-nails from early 
youth, My own four children, the oldest twelve and 
the youngest three, all are affected. There is scrofula 
on all sides, but no tight or ill-fitting footwear. I was 
not perhaps ten years of age when my mother had both 
great toe-nails avulsed three times, each operation being 
followed by reproduction of a worse-deformed nail, and 
its outgrowth accompanied by extreme suffering, nearly 
causing tetanus. She summoned Dr. Miller, of Provi- 
dence, R. I., and in my presence demanded that he © 
operate again, but in her way, and as follows: Place the 
foot on a plank, crowd the flesh as far as possible 
toward the side proposed for operation, pressing the 
toe firmly down, With one stroke of a mallet drive a 
chisel through the nail and flesh, vertically, at the point 
where the nail begins to incurve and extending from the 
end of the toe to the joint. Repeat the same operation 
on the other side. Dr. Miller declined to operate thus. 
He was informed that she would do it herself. He knew 
his patient well and yielded. I cannot forget her argu- 
ment in support of her theory: ‘ Doctor, if there is no 
nail to grow into the flesh, and no flesh for the nail 
to grow into, surely there can be no ingrowing nail.’ 
The operation was performed on the following day. The 
offending portion of the nail and flesh was cut from both 
great toes on both sides, with the result of leaving the 
toes with a nail, and at this writing it is one-half inch 
in width and of natural curvature, Anteriorly the toes 
are wedge-shaped, the nails forming the wider or thicker, 
and the bottom of the ball the thinner end. The nails 
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and toes have given no further trouble, and it is now 
about forty years since the operation. 

“T first read medicine with Dr. Miller and know that 
he operated several times by this method, and had chisels 
made, right and left, with one corner curved in such a 
manner as to avoid the tuberosity of the distal phalanx 
near the joint. He published the operation as his own, 
and was severely scored by Prof. S. D. Gross for his 
crude and unsurgical methods, which savor more of the 
carpenter than of the surgeon, At a later period, while 
a pupil of Dr. Gross, I excused the methods by explain- 
ing whence they came. As you no doubt know, Dr. 
Gross did essentially the same operation, using a bis- 
toury to excise the offending portion of the nail and 
flesh at a single stroke. When I took the whip in my own 
hands I reasoned, after two such operations, that the 
large ulcer and cicatrix were objectionable. Avulsion of 
the entire nail seemed equally so, as the toe thus lacked 
its natural protection. I therefore and therefrom devised 
an operation, and first performed it in 1872. I have re- 
peated it twenty-three times within my memory, with 
satisfaction to my patients and to myself except in the 
first case. Such nails are usually thickened or very 
brittle. I therefore soak the foot in warm water to soften 
the nail, and then place it in cold water to contract the 
bloodvesssels. With a strong, pointed knife I cut, not 
split, the nail longitudinally along the line of first in- 
dication of incurvation from before backward, and carry 
the incision backward to and deyond the matrix. With 
another thin knife I deepen the incision vertically to 
two-thirds the thickness of the toe, keeping close to the 
bone, but avoiding the periosteum. I then incise the 
flesh on the same side of the toe parallel to the incision 
in the nail, forming a flap of the integument and as much 
as may be of the cellular tissue, thus forming anteriorly 
aV. Grasping the portion to be excised entirely with 
the forceps and lifting it to near the matrix, I dissect out 
as thoroughly as possible its full width and depth, re- 
moving the matrix intact. Closing the wound with ad- 
hesive strips, there is present a hair-line of cicatrix along 
the side of the nail, but opposite the matrix is a small 
point which must heal by granulation. The worst-de- 
formed case on which I operated was a patient, a drug- 
gist without a clerk, driven to immediate operation by 
extreme suffering, who was detained from his business 
but two and a half hours, and this principally by nausea 
from the anesthetic. Both toes were operated on, on both 
sides, and all dressings were removed on the eighth day 
without inconvenience. I gain by this form of operation 
the smallest possible amount of cicatrix, the preserva- 
tion of an adequate portion of the nail and the entire 
ball of the toe, with least detention from business.” 

Both these methods seemed to me of sufficient value 
to reproduce what I have quoted for the benefit of those 
whom it may concern. 

Very truly yours, 


ROSWELL PARK. 
Burrato, N, Y, 


THE CONTAGION OF PUERPERAL FEVER. 


To the Editor of Taz MEDICAL News, 

Sir: The profession has in the past been almost 
unanimously of the opinion that puerperal fever was a 
highly contagious disease, and a well-known London 





practitioner and the author of a standard work on the 
practice of medicine has stated that no physician should 
engage in midwifery practice for at least three weeks 
after attending upon a case of puerperal fever. 

A very interesting discussion has recently taken place 
in the Obstetrical Society of London upon this subject. 
The experience of a majority of the speakers agreed 
with my own, that by cleanliness and the use of anti- 
septics a medical practitioner can engage in midwifery 
practice, although he has been recently in attendance 
upon a patient suffering from puerperal fever. By keep- 
ing the nails and hands scrupulously clean, and by wash- 
ing them in an antiseptic lotion repeatedly during the time 
he is in attendance upon the case, I am quite satisfied 
that the danger of conveying the poison is very slight, 
To illustrate this I shall give a brief report of some 
cases in my practice three years ago: 

In November, 1890, I was attending a patient with 
puerperal fever, and visited her for the last time on 
Sunday, 17th, on which day she died. Having been 
engaged to attend a number of labor cases, I had doubts 
as to the advisability of doing so; but after mature 
consideration I decided to take charge and use antiseptic 
measures, On the Friday following (22d) I saw the 
first case. The labor was tedious, but natural, On 
Sunday (24th) a second case came off. This was at- 
tended by profuse hemorrhage, leaving the patient ex- 
hausted. On Monday (25th) a third case was attended. 
These patients were visited by me daily for the usual 
period, and all recovered without a bad symptom. They 
were all young women, with fairly good constitutions. 
The antiseptic measures adopted were washing my hands 
thoroughly in a warm solution of carbolic acid every 
time I made vaginal examinations, and having the 
genitalia of the patients sponged with a carbolic solution 
after delivery. 

It would seem, therefore, that by adopting antiseptic 
measures—and every medical man should do so—the 
risk of conveying the poison is reduced to a minimum. 

Respectfully, 
C. H. L. Jounston, S.R.C.S., L.M. (Edin.) 


St. Jonn, N. B., Canapa. 


NEPHRITIS WITHOUT ALBUMINURIA, 


To the Editor of THE MEDICAL News, 

Sir: I would consider it a great favor if those en- 
countering in hospital or private practice cases of sus- 
pected chronic nephritis of the sort referred to on page 
671 of THE NEws of December 9, 1893, would give me 
an opportunity to study such cases, as well as the urine. 
I am desirous of collecting and analyzing a sufficiently 
large number of these cases in order to arrive at some 
definite idea as to the frequency of their occurrence, 
their detailed symptomatology, and their precise path- 
ology. The cases are not those exhibiting the ordinary 
symptomatology of renal fibrosis, or contracted kidney, 
such as are usually encountered in middle life or in the 
aged, but rather cases in which there is very slight or 
even no detectable cardiac hypertrophy or anterior 
sclerosis, and in which, notwithstanding the absence 
of albumin from the urine, the amount of the latter 
passed is habitually below the normal. In these there 
are present, besides increased arterial tension, also 
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headache, vertigo, nausea, and pain in the loins, all 
aggravated by physical exertion. 
Respectfully, * D. D. Stewart, M.D. 


2620 N, Firtn St., Putra, 





NEWS ITEMS. 


Eleventh International Medical Congress. —It is an- 
nounced by the Secretary-General of the Eleventh Inter- 
national Medical Congress that American members will 
pay on the English, French, and Italian railways single 
fares for double journeys, and will obtain a reduction of 
20 per cent. on fares for Italian round-trip tickets, 

The documents required for their identification will be 
sent to Dr. A. Jacobi, Chairman of the American Na- 
tional Committee, in January, and Americans intending 
to visit the Congress will have to apply to him for 
them. 

Full particulars concerning the journeys will accom- 
pany the documents. 

Messrs. Thomas Cook & Son, London, Paris, Rome, 
and Naples, should be applied to for accommodation 
and for tickets for the excursions to Rome, Naples, and 
to Sicily. Such excursions will be arranged at Rome 
under the guidance of Mr. Forbes, member of several 
scientific societies and correspondent of the Zimes, for 
Naples, three days, including Vesuvius, Pompeii, Capri, 
Sorrento, Castellamare, Bajae, etc. ; for Sicily, ten days 
from Naples, including Messina, Taormina, Catania, 
Girgenti, Siracusa, Palermo, and return to Naples. 

The fares for members of the Congress will be con- 
siderably reduced and comprise hotel accommodations, 
carriages, guides, boats, etc., about 70 francs each for 
the three days, and 285 francs for the ten days. 

Full particulars concerning these excursions will be 
contained in a leaflet to be added to the instructions and 
documents for the journey. 

The members’ fee is five dollars; that of their wives 
or adult relations, two dollars each. Checks or money- 
orders may be sent to Prof. L. Pagliani, Rome, Italy. 
Credentials have been promised in the near future. 
When they arrive (none were received last year) they 
may be too late for many who have started or are about 
to start. Dr. Jacobi, who is not informed of the cause 
of delay, proposes to supply in as official a form as he 
thinks he is justified in doing, credentials which are 
expected to be of some practical value. The North 
German Lloyd has promised to recognize them. It is 
suggested, besides, that a passport may increase the 
traveller's facilities. 

Only the North German Lloyd’ (22 Bowling Green) 
and the Compagnie Générale Transatlantique (3 Bowl- 
ing Green) has thought fit to grant any reductions to 
Congressists. 

The reductions on Italian railways are available from 

March Ist to April 30th. 


The Faculty of the Medico.Chirurgical College of Philadel- 
phia has created three new clinical chairs, viz.: One of 
Genito-urinary Surgery, one of Orthopedic Surgery, and 
one of Otology. These, together with the vacancy in 
the chair of Clinical Medicine, will be filled permanently 
at the close of the present session. 





The Fifth District Branch of the New York State Medical 
Association will hold its Tenth Annual Meeting in Brook- 
lyn on Tuesday,.May 22, 1894. All Fellows desiring to 
read papers will please notify the Secretary, E. H. Squibb, 
M.D., P. O. Box 760, Brooklyn. 


The Canadian Medical Association will hold its next 
annual meeting at St. John, N. B., in the month of Sep- 
tember of the current year, The Association has had a 
long and useful experience, and has done much to unite 
and further the interests of the Canadian medical pro- 
fession. 
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